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Fifty per cent of all pregnant women— 
even those on a “good” prenatal diet 
—suffer calcium deficiency symptoms.* 
New evidence shows that because of 
calcium-protein antagonism, calcium 
phosphate supplements may actually 
cause a deficiency, just when optimum 
levels are desired. And high-protein diets 
are also rich in calcium-draining phos- 
phorus. Thus leg cramps are a minor 
symptom of major significance: they 
may indicate seriously low calcium. 
Calcisalin, a complete prenatal sup- 
plement, containing 100% of the MDR 
for vitamins and iron, is also com- 
pletely physiologic. Phosphate-free and 
phosphorus-eliminating, the calcium 


She’ll enjoy this pregnancy 


Calcisalin’ 


WARNER-CHILCOTT 


lactate assures readily assimilable cal- 
cium, while the aluminum hydroxide 
gel takes up excess dietary phosphorus 
without interfering with the value of 
other nutrients. 
“Noncomplainers” consider leg cramps 
“normal” and complain only when cramps 
are severe. Thus the number of com- 
plaints does not truly reflect the higher 
incidence of calcium depletion. To safe- 
guard against serious, “silent” calcium 
depletion, all women who enjoy a high- 
protein prenatal diet can benefit from 
Calcisalin’s phosphate-free, phosphorus- 
eliminating properties. 
Dosage: Two tablets three times daily. 
Available: Bottles of 100 tablets and in 
8-ounce nursing bottles of 300 tablets. 

M.J 105 6 (June) 1954 
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N N AND HYPERTENSION: 


sedation 
without 
AV 
 Serpasil 


A pure ¢ryste ailine alkaloid Of rauweilfia root 
first identified, purified and intreduced by CIBA 


In anxiety, tension, nervousness and mild to severe Neuroses—as well as 
in hypertension—SERPASIL provides a nonsoporific tranquilizing effect 
and a sense of well-being. Tablets, 0.25: mg and 0.1 meg- 


New! SERPASIL® ELIXIR 
Each 4-ml. teaspoonful contains 0.2 mg. of Serpasil. 


| 
MATERNITY 
“BeTTeR Give Him SERPASIL FIRST / 
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for the treatment of 
AMENORRHEA 
* FUNCTIONAL UTERINE BLEEDING 
HABITUAL ABORTION 


the most practical and generally satisfactory 
progesterone dosage form 


More acceptable 

Avoids pain and inconvenience of injection 
... insures better patient cooperation than 
any other dosage form. 


More dependable 
Response is more predictable than with oral, 
or buccal and sublingual therapy. 


More economical 
Cost islowin terms of greater patient benefits. 


“Colprosterone” Vaginal Tablets — Brand of 
progesterone U.S.P. presented in a specially 
formulated base to insure maximum absorption 
and utilization. 


Complete dosage regimens for above indications as well as for premenstrual 
tension and lobular hyperplasia are outlined in descriptive literature. 


Write for your copy. 


‘Supplied: No. 793—25 mg. tablets (silver foil), boxes of 30. 


No. 794—50 mg. tablets (gold foil), boxes of 30. 


) Each tablet is individually and hermetically sealed. Presented in 


Strips of 3 units, detachable as required. 
55 AYERST LABORATORIES + New York, N. Y. * Montreal, Canada 


Physician 


| 
| 
‘ ¥ 
| 


Resident 
Physician 


Publication Dates: 
Two issues of Resident 
Physician will be 
published in 1955; the 
current (September) 
issue, and one in 
November. Beginning 
in January, 1956, and 
each month thereafter, 
Resident’ Physician 
will be published regular's 
on the fifteenth of 

the month. 
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Headache is typical of the many 
distressing but ill-defined symptoms of 


estrogen deficiency which may occur long before 
or after cessation of menstruation. 


“Premarin”® (conjugated estrogens, equine) is an excellent 
preparation for effective replacement therapy. 


ie? 


Ayerst Laboratories 
New York, N. Y. ¢ Montreal, Canada 
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Editor-in-Chief 


Vanaging Editor 
Resident Staff Director 


Contributing Editor 
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Resident Editors 


Production Director 


Art Director 


Articles are 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
practical 


accepted for 


interest or be of 
value to resident physicians, 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustrations or draw- 


ings are especially desired. 
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why 


when you can treat the 
[ complete migraine attack 
_at no extra cost 


for head pain 
Ergotamine tartrate . . . . 1.0mg. 
Caffeine . . . . . . . . 100.0 mg. 


on for nausea and 
womiting 
Belladonna alkaloids, 
levorotatory*® . . . mg. 


for residual occipital 
muscle pain 
Acetophenetidin. . . . . . 130.0 mg. 


TOTAL MIGRAINE THERAPY 
with 


WIGRAINE' 


Wigraine tablets are available foil-stripped in boxes of 
20. What’s more, uncoated Wigraine tablets disintegrate 
in seconds to give your patients the fast relief they seek. 


*87.5% byoscyamine, 12.5% atropine, as sulfate. Wigraine Patent Pending 


*hysicia! 


Organon INC. + ORANGE, N. J. 
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Advisory Board 


Resident 


Anesthesiology 
J. Adriani. 
Anesthesiology, ¢ 
New Orleans. 


Jirector, 
rity 


Dept. of 
Hospital of 


Max 8S. Sadove, 


Director, Dept. 
of Anesthesiology 


iv. of Illinois. 


Dermatology 
Marion B. Sulzberger, M.D.. Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N.Y.U. Posgraduate 
Medical School. 


Medicine 
William Bean, M.D... Professor of 
Vedicine. Univ. of lowa Medical School. 


Charles Davidson, M.D.. Assoc. Projfes- 
sor of Medicine, Harvard Medical 
School. 


C. Wesley Eisele. M.D.. Director, Dept. 
of Medicine. Univ. of Colorado. 


John C. Leonard, M.D.. Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D.. 
Fourth Medical (N.Y.U.) 
Bellevue Hospital Center. 


Director. 
Division, 


Obstetrics-Gynecology 

Alan F. Guttmacher, M.D.. Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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Physician 


Pathology 

John R. Schenken, M.D., Professor of 
Pathology. Univ. of Nebraska. 
Pediatrics 

James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychiatry 

William C. Menninger. M.D.. Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 

Radiology 

Maxwell H. Poppel. M.D... Director of 
Radiology, Bellevue Hospital Center. 
Resident Staff Director 
Salvatore R. Cutolo, M.D... Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 

Surgery 

Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Sernard J. Ficarra, M.D... Director of 
Surgery, Roslyn Park Hospital. N.Y. 


Earl J. Halligan, M.D.. 
Surgery, Jersey City Medical Center. 
Kar! A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 
Howard E. Snyder, M.D.. The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, Chie! 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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(nikethamide CIBA) 


1.5 cc. and 5 cc. ampules and 


respiratory 
emergencies 

a fast-acting medullary 
stimulant that should be as 
routine as O.-CO, 


circulatory 
emergencies 
dramatic. increase in 
arterial and venous 


pressure in shock 


barbiturate 
poisoning 


an effective quick-acting 
analeptic 


asphyxia 
neonatorum 


cyanotic infants respond 


promptly 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


1. Carcinoma of cecum 4. Appendiceal abscess 
2. Fibroid of uterus 5. Terminal ileitis 
3. Intussusception 6. Amebiasis 


(Answer on Page 114) 
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SALCORT 


Salcort performance stimulates a depend- 
able response in arthritic conditions; early 
functional improvement and a sense of 
well being are significant. Smaller doses 
of salicylates and cortisone combined 
produce a therapeutic response equiva- 
lent to that of large doses of cortisone... 
side reactions are eliminated and contin- 
uous therapy is permitted. Salcort pre- 
sents no withdrawal problems. 


Each tablet -ontains: 


Aluminum 
Calcium Ascorbate 

(equivalent 1 
Colctum Casbonate 
*U. S. Potent No. 2691662 


professional literature and sample 
available on request 


THE S. E. MASSENGILL CO. BRISTOL, TENN. 


— 


hysician September 1955, Vol. 1, No. 1 


| / | 
ormance). . . Response 
t \ | 
| —— | \ | | 
q \ * \ / | 
\ / 
/ 
| 
‘a 
3 


Resideni 


Relaxer 


ACROSS 


1. Schleich's paste 
6. Bone instrument 
10. Visitors are —— in 
sick room 
14. States positively 
15. Common joint 
disease 
17. Projecting growth 
from a mucus 
surface 
18. Enalish physician 
(1819-1900) 
19. Make amends 
. Pointed tool 
21. An article 
. Covered with a thin 
layer 
Part of the eye 
. Corn meal bread 
. Produced by 
putrefaction 
. Inte- 
. Kind of balm 
. Another time 
. Metal used in 
dentistry 
35. Tissue 
. Pike-like fish 
inim 
. Infectious agent 
39. Poem 
- Blood vessel 
41. Vibrate 
. Fine sand 
Obdtigation 
Specimen of blood 
for analysis 
. Ray emitted by 
. Our mutual Uncle 
radium 
51. Standard of 
Perfection 
52. ''"——"' applications 
are good for |5 
Across 
. Cut into small pieces 
. Drug used in 15 
Across 
. Angry 
. Joint 
. German river 
. Time when disease: 
seem worse 


2 
(Answer on page 114) 
Vg. 
/? 18 17 
120 22 23 
25 
127 128 29 30 {32 
34 35 
136 37 38 
39 40 4/ 
$2 43 
44a 145 46 47 #8 149 [50 
52 33 154 
55 se 57 
58 3? Go 
Contributed by Mrs, J. Van Cleft Coop 
16. Unfavorable weather 38. Metabolic catalyr 
DOWN 22. Nervous twitch 40. Fat-absorbing pe 
23. Wade of the intestine 
- 24. Inflammation (suffix) 41. Young pharaoh 
|. Verine, opium 25. Soft tissue (abbr.) 
derivative 26. Spleen in amyloid 42. Flood 
2. Declare openly disease 43. Turn aside 
3. Barter 27. Old oath 44. Not in good heal 
4. Attempt 28. Famous French sur- 45. Apparatus used 
5. Anodyne geon (1510-1590 transmit parallel @ 
6. Violent passions 29. What the physician 46. Nothing but 
7. Plant furnishing sago is to humanity 47. Ossified tissue ) 
8. Hordeolum 30. Great mass of ice 48. Protuberance 
9. Pharmacist (Abbr.) 31. Jewish month 49. Pituitary hormone 
10. Name 32. Medicine will—pain 50. Convene 
11. Small particle 34, Unyielding courage 52. Brick carrier 
12. Twining plant 35. Very small 54. Biblical characte 
13. Employed 37. Cancel 56. Thus 
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Greetings 


The National Drug Company 
heartily welcomes the recogni- 
tion of the status of the resident 
physician with a publication 
specifically directed towards a 
discussion of. his problems. 


The new-found responsibilities as 
regards hospital problems estab- 
lish residency as the important 
preparatory phase to full inde- 
pendent practice. The National 
Drug Company is dedicated to its 
responsibilities to provide the 
best tools possible to the benefit 
of the resident physician. 


In appreciation of the interests 
and problems of residents, we 
bring these products anc profes- 
sional services to your attention. 


PARENZYME, intramuscular 
trypsin—the only direct proteo- 
lytic anti-edema_ anti-inflamma- 
tory agent indicated in skin ulcers, 
traumatic wounds, vascular and 
ophthalmic disorders, including 
many of an emergency nature, 
where rapid relief of pain and 
swelling is important. Available 


on request is a new 25-minute 


A PRODUCT OF ORIGINAL RES 


Saluté * Grusse 


color film, “Clinical Enzymol- 
ogy” for showings to hospital 


groups. 


DIMETHYLANE provides the 
ability to relax without which so 
many patients you see today 
would have a much more pro- 
tracted course. DIMETHY- 
LANE gives prompt and 
prolonged relief from anxiety 
tension. Personal supply of sam- 


ples on request plus literature 


HESPER-C makes the difference 
in disease states where capillary 
fragility and permeability are in 
evidence. By preventing capillary 
fragility and restoring normal 
capillary permeability, HES- 
PER-C assures the most favor- 
able prognosis in any therapeutic 
regime. Available on request is 
a hook on bioflavonoids and the 
capillary with color plates for 


your reference library 


These are products with many 
applications in the wards, emer- 
gency rooms and outpatient 
clinics. 


RCH 


THE NATIONAL DRUG COM PAN 
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Mysteclin 


STECLIN-MYCOSTATIN 
(SQUIBB TETRACYCLINE-NYSTATIN 


WELL TOLERATED BROAD SPECTRUM ANTIBACTERIAL THERAPY PLUS ANTIFUNGAL PROPHYLAXIS | é } 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 
EFFECTIVE IN MANY COMMON INFECTIONS 


Because it contains Steclin (Squibb Tetracycline), MYSTECLIN is 
an effective therapeutic agent for most bacterial infections. When 
caused by tetracycline-susceptibile organisms, the following in- 
fections are a few of those which can be expected to respond to 
MYSTECLIN therapy: 


bronchitis gonorrhea osteomyelitis pyelonephritis 
colitis lymphadenitis otitis media sinusitis 
furunculosis meningitis pneumonia tonsillitis 


MYSTECLIN is also indicated in certain viral infections and in 
amebic dysentery. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 
WITH A MINIMUM OF SIDE EFFECTS pa 


In clinical use, Steclin has produced an extremely low incidence 
of the gastrointestinal distress sometimes observed with other 
broad spectrum antibiotics. Mycostatin (Squibb Nystatin), as 
contained in MYSTECLIN, is also a particularly well tolerated anti- 
biotic and has produced no allergic reactions, even after pro- 
longed administration. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 


WITHOUT THE DANGERC@F MONILIAL OVERGROWTH 


Because it contains Mycostatin, the first safe antifungal anti- 
biotic, MYSTECLIN effectively prevents the overgrowth of Candida 
albicans (monilia) frequently associated with the administration 
of ordinary broad spectrum antibiotics. This overgrowth may 
sometimes cause gastrointestinal distress, anal pruritus, vagi- 
nitis, and thrush; on occasion, it may have serious and even fatal 
consequences. 


Each MYSTECLIN capsule contains 250 mg. Steclin Hydrochloride 
and 250,000 units Mycostatin. Minimum adult dose: 1 capsule 
q.i.d. Supply: Bottles of 12 and 100. 


“MYSTECLIN’, “STECLIN® AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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THE GREEKS HAD WORDS FOR THEM... 


Nematode infections have always been health problems. Over the years terminology 
has changed; what the Greeks called Ascaris is now known as Enterobius or Oxyuris 
vermicularis; what we now know as Ascaris was then called Helmins strongyle. In 
1758 Linnaeus classified the pinworm as Oxyuris vermicularis and the large intestinal 
roundworm as Ascaris lumbricoides. It was not until the middle of the 19th century that 
insight was gained into the life cycle of these intestinal parasites. Now, half way 
through the 20th century, though we know more of the simple life cycle of the pinworm 
and the more complex metamorphoses and migrations of the roundworm, we still know 
relatively little of their physiology. 

Until recently, treatment of the infections lagged behind other studies of the worms. 
Drugs offered as anthelmintics, if they were toxic to the worms at all, were usually 
damaging to the host as well. If they killed the worms, they usually did nothing to 
hasten their evacuation so there was the problem of absorption by the host of toxic 
products of decomposition. Then, too, there was a special problem in the eradication 
of asearids, for vermifuges which were irritating to roundworms would cause them 
either to migrate to other organs (where they could give rise to serious damage), or to 
writhe and become knotted in clumps which obstructed the intestines. 


WE HAVE A CURE FOR THEM 


‘Antepar’ brings about the evacuation of both pinworms and roundworms. It is 
pleasant to take and thorough in effect; in the majority of patients the eradication 
of either worm is complete after a single prescribed course. ‘Antepar’ acts without 
such adjuncts as fasting, enemas or laxatives; normal defecation usually follows its 
administration, therefore, elimination of pinworms, roundworms, and the ova of the 
latter, takes place readily and there is no question of their decomposing in the intes- 
tine. Roundworms are relaxed but not dead when evacuated, therefore, there are no 
problems resulting from hypermotility. In the dosage recommended ‘Antepar’ usually 
* produces no side effects other than occasional urticaria. Thus, when B. W. & Co. 
fostered investigation of the anthelmintic potency of piperazine citrate, a major 
advance was made in the control of worm infections. 


ANTEPA 


PIPERAZINE CITRATE 


CITRATE BRANC 


4 Tablets of ‘Antepar available in two 
UIBB Syrup of ‘Antepar containing the equiva- strengths equivalent to either 250 mg. 
ient of 100 mg. piperazine hexahydrate or 500 mg. piperazine hexahydrate, 
per ce. scored, 
a Bottles of 4 fl. oz., 1 pt., and 1 gal. Bottles of 100, and 1,000 


/ 
x 70 we BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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New! 
Water-soluble 
hydrocortisone for 


immediate injection: | 


Supplied: 
5 cc. vials 
Each vial contains: 
Hydrocortisone 100 mg. 
Present as hemisuccinate sodium 
Buffered with sodium biphosphate and 
sodium phosphate 
Administration: Add 2 cc. Sterile Water 
for Injection or Sterile Sodium Chloride ‘ 
Injection to the contents of one vial. The 
resulting solution may be injected di- 
rectly into the vein, added to infusion vy, 
solution, or injected into infusion tubing. 


TEF, REG. U. S. PAT. OFF.—=THE UPJOHN BRAND OF HYDRO- 


ORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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REDUCE MORTALITY 
in Myocardial Infarction 
with Severe Shock 


LEVOPHED* 


BITARTRATE 
the most powerful pressor antidote for shock 


SUPPLIED: 
Levophed bitartrate 0.2% solution 
in ampuls of 4 cc., boxes of 10, to be New Yorn 18, N.Y. Winosor, Onr. 
administered in 1000 cc. of 5% Write for detailed literature. 
dextrose solution in distilled water or Levophed, trademork reg. U.S. Pot. Off., 
5% dextrose in saline solution. brand of levarterenol 
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TETRAC) 
—true broad-spectrum activity ] 
—rapid diffusion and penetration 
—prompt control of infection q 


—negligible side effects 

—effective against Gram-positive and 
Gram-negative bacteria, rickettsia, spirochetes, 
certain viruses and protozoa 


—produced under rigid quality control in ; 
Lederle’s own laboratories 
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SUSAGE FORMS FOR EVERY NEED...A CHOICE OF POTENCIES! 


TETRACYCLINE Lederle 


ACHROMYCIN WITH STRESS FORMULA VITAMINS 


filled sealed capsules — a Lederle exclusive! 


No oil, no paste, tamper-proof. More rapidly 
and completely absorbed. Stress vitamin 
formula as suggested by the National Re- 
search Council. Prescribe AcHRomycIN SF 
for prompt control of infection and rapid pa- 
tient recovery, particularly in prolonged 
illness. Capsules of 250 mg. 

Also available: Acuromycin SF Oral Sus- 


pension: 125 mg. per teaspoonful (5 ce.), 
3 2 oz. bottle. 


LEDERLE LABORATUR.ES DIVISION Cpanamid company Pearl River, N.Y. 


@REG. U. S. PAT. OFF. 
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Letters 
to the Editor 


In the past twelve months. the editors of Resipent Piysician have met 
with hundreds of residents, mailed out questionnaires to thousands—all 
with but one purpose: To find out what kind of articles you would like to 
have in your journal, 

In June of this year. our first test or “dummy” issue was printed and 
distributed to a broad group of residents. educators, practicing specialists, 
hospital administrators, prospective advertisers and others. Their comments, 
criticism, and suggestions helped us shape the current issue in size. style, 
content and format—and also made us feel we were on the right track in 
providing residents throughout the United States with a practical and 
helpful journal. Through your letters, you can help us keep it that way. 

Ordinarily we will not publish complimentary letters—although we 


certainly appreciate getting them. Rather. these pages are yours for com- 
ment, controversy and criticism on any subject. 

Unsigned letters will neither be published nor read. Your letter will be i 
published without your name. if you so request. / 


What About Interns? At present, interns will not receive 
Reswent Puysician directly but 


I received your splendid dummy must depend upon borrowed copies 


issue and understand you intend to 
send it to our residents each month. 
But. how about our interns? I’m 
certain they would be interested in 
getting your fine publication. 
William O. Simpson, M.D. 
Director, Hospital Training 


or the hospital may purchase a 
special subscription for the intern 
library. 

The rate is $6 per year and should 
be mailed to the Circulation Man- 
ager, Resident Physician, 676 North- 


ern Blvud., Great Neck, L. 1.. N. Y. 
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ereetings 


to Resident Physician readers 


, Founded in 1866, PARKE, DAVIS & COM- 
PANY has been dedicated from its beginning 
to the development of fine pharmaceuticals 
for the medical profession. From our lab- 


oratories have come many famous products 


ve met 
—ADRENALIN,” PITOCIN,“ BENADRYL," 
like 
CHLOROMYCETIN,® SURITAL,* to mention 
and only a few. 
ialists, 
_ Future issues of Resident Physician will 
style, 
ok fe bring you news of these and many other fine 
I and PARKE-DAVIS preparations, as well as new 
way, 
i products not yet available to the profession. 
r com 
] We look forward to a long and pleasant re- 
lationship with all of you, our association 
assured by a common purpose. 
Pcell 
had Parke, Davis & Company 
‘opies 
Detroit, Michigan 
ase ¢ 
intern 
hould 
Van- 
‘orth- 
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more effective therapeutic agent 
than older corticosteroids 


Three to five times as potent as oral cortisone or hydrocortisone, 
milligram per milligram, METICORTEN provides enhanced anti- 
inflammatory and antirheumatic action without the major un- 
desirable effects associated with older corticosteroids. 


Within 24 hours after administration of METICORTEN, joint 
pain decreases, and stiffness and local heat diminish. Improve- 
ment in functional capacity and mobility follows quickly.'? Ex- 
cellent results are obtained even in patients no longer responding 
to cortisone or hydrocortisone.'? 


And in intractable asthma, METICORTEN controls symptoms 
rapidly, markedly increases vital capacity, and permits patients 
to resume normal activities promptly.>4 


Dosage and Administration 

METICORTEN is available as 5 mg. scored tablets in bottles of 30 and 100. 
In the treatment of rheumatoid arthritis, dosage of METICORTEN begins 
with an average of 20 to 30 mg. (4 to 6 tablets) a day. This is gradually 
reduced by 242 to 5 mg. until maintenance dosage of 5 to 20 mg. is 
reached. The total 24-hour dose should be divided into four parts and 
administered after meals and at bedtime. Patients may be transferred 
directly from hydrocortisone or cortisone to METICORTEN without 
difficulty. 
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idarthritis 


“. free of significant metabolic, 
water or electrolyte disturbances.’ 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'+ 


METICORT 


PREDNISONE (metacortandracin) 


+ avoids sodium and water retention 

+ avoids weight gain due to edema 

* no excessive potassium depletion 

+ better relief of pain, swelling, tenderness; diminishes joint stiffness 

+ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 

¢ most effective in smallest dosage 
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rheumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 
properties, J.A.M.A., in press. (2) Bunim, J. J., Pechet, M. M., and Bollet, A. J.: J.A.M.A. 
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METICORTEN,® brand of prednisone (metacortandracin). 
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SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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= 
¢@¢@ with Vi-Penta® Drops 


it's easy. Mothers find they blend 


readily with the formula, milk, 


or juice, and youngsters often ( | 
like them ‘straight’. Either way, 


just 0.6 ce daily provides 


ample A, C, D, and B 


vitamins (including Bg) 


and the dating on 

the package insures 
full potency. 

Hoffmann - La Roche Inc 
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Editor’s 
Page 


ent of Policy and Purposes 


When the publishers of ResipENT PHysIcIAN spoke 
to me about becoming editor-in-chief of their jour- 
nal. | asked myself two questions: Is there a need for 
such a publication? How can it benefit the thousands 
of resident physicians in our country? Because of their 
duties. and the state of their pocketbooks, residents as a 
group lead restricted lives. They have relatively little 
opportunity to get about. Their contacts with residents 
of other hospitals are infrequent. There are few with 
whom they can talk about their problems. There is no 
journal which deals exclusively with the interests of the 
resident. ResIDENT Prysictan will fill this void. 

In a series of articles, it will discuss and describe the 
various types of residency programs which exist in a 
number of the medical centers and hospitals of this 
country. It will bring to the resident; authoritative points 
of view on how to be a good house officer, how to get 
along with colleagues both senior and junior, how to get 
along with the patient and his relatives, how to manage 
a ward, and how to get the fullest cooperation from the 
hospital administration, {t-will-contain special articles 
dealing with religion in medicine and how it affects the 
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care of the patient. It will discuss the human side of 
medicine, such as the care of the dying patient, what to 
do about the difficult child, the patient who has cancer. 
the homeless patient. public assistance and your patient, 
It will contain articles dealing with various jobs for 
residents, advice on preparing for state and specialty 
board examinations, investment and insurance programs. 
and buying a home and office. 

RESIDENT PHYSICIAN will present various points of 
view on how to start in practice, solo, with an individual 
or in a group. It will discuss locating an office. basic 
office equipment, fee schedules, bookkeeping. collecting 
fees, the office nurse, secretaries, how to build a practice. 
putting your wife to work, and many other problems 
which confront the young physician when he enters 
practice. It will contain a question-and-answer section to 
clarify the problems of the resident. 

The economic aspects of the resident's activities will 
be emphasized although the professional side will not be 
entirely neglected. Various points of view will be pre- 
sented on the treatment of diabetic coma, burns, peptic 
ulcer, congestive heart failure, and other topics of cur- 
rent interest. Authorities will discuss such topics as: 
advances in cancer therapy: the value of the electro- 
cardiogram: physical diagnosis versus laboratory tests: 
immunizing techniques, and current status of chemo- 
therapy. 

The editors of Restpent Puysictan will bend their 
energies towards keeping abreast of the interests and 
problems of residents. It is our desire to make this 
publication the servant of the house staff. To achieve 
these aims and purposes we must have your co-operation. 
Do not hesitate in bringing your thoughts and sugges- 
tions to us at any time. We will try to do our best with 


them. 
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The Resident, 
The Column 


and The Pyramid 


This article is based on a sur- 
vey of more than 1,000 residents 
selected at random by RESIDENT 
PHYSICIAN. No attempt was made 
to choose respondents by age, spe- 
cialty, years in training, location, or 
any other classification. The ques- 
tion was simply, “Do you prefer 
the columnar or pyramidal type of 


residency ?” 


A. a resident physician you are 
making your way up one of two 
major types of administrative lad- 
ders leading toward board qualifica- 
tion in your chosen field. 

If you are part of a columnar 
(or parallel) resident progression, 
you're fairly certain to move up 
soon to the next rung. Eventually. 
unless you are incompetent. go 
broke and quit, or die trying. you'll 
attain a top (or 
position 
program. 


near-the-top ) 


before completing your 


If you are in a pyramidal form 
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of resident progression, you are 
certain of one thing at least. One 
or more in your group, perhaps you. 
will not reach the next rung in the 
ladder, will not go on to the next 
level of training. That someone will 
either be dropped out or stuck at 
his present level. 


Program differences 

Outwardly at least, this is the 
primary difference 
pyramidal and columnar organiza- 
tion. The quality of the training 
offered in both types is based on the 
same fundamentals. Attending staff. 
clinics, number of residents in the 
service, nature of 


between the 


cases. patient 
load, responsibility permitted. qual- 
ity of instruction, chief of service: 
all vary considerably institu- 
tion to institution. 

These factors do not necessarily 
depend upon whether a_ residency 
is set up in pyramidal or columnar 
fashion. 

The columnar residency is built 
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around a continuation theme. Prac- 
tically all who are accepted can 
plan on finishing on top of the 
column. Teamwork is stressed. So is 
security. 

On the other hand, the pyramidal 
is selective and competitive. Some 
will stay to reach the 
point of the pyramid. ( 
Others will be elimin- 
ated or will proceed 
only so far toward a 


chief residency posi- 
tion. (In some pyra- 
mids. the top spot is 


held by a resident willing to stay on 
for an “extra” year.) 

Residents who advocate the pyra- 
midal system claim the top men 
represent the cream. In theory, the 
most able. the most competent man 
is carried to the peak. 

Those residents op- 
posed to the pyramid 
claim the basis for 
choice of the top men 
varies from profession- 
al excellence down to 
what may politely be 
termed “politics.” 
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ay on 
Some feel the pyramid forces a 
pyra- choice on the chief of service and 
men that often this choice must be made 
. the from men nearly equal in ability. 
man Many residents say that those not 
given the nod, sometimes face, 
= op “through no fault of their own.” 
‘amid unduly severe consequences in being 
for cut loose before completing their 
men training. 
ssion- 
vn to Resident survey 
ly be How do other residents feel about 


the pyramid and column? According 
to Resident Physician’s survey, 
about didn’t understand the 
terms or indicated that they thought 
both pyramid and column” were 
satisfactory. Just under 18% felt 
the pyramid to be superior—a num- 
ber qualifying their answers with: 
“... at least in surgery.” 

The remainder, more than 72% 


of the residents surveyed, favored 
the columnar residency. Most of 
these gave opinions criticising the 
pyramid. Few offered reasons in 
support of the column. 

While feeling that the pyramidal 
system created the possibility of a 
“healthy competition.” many stated 
this possibility didn’t work out 
properly in practice. 

“Cut-throat competition . . . ten- 
sion . . . apple-polishing.” were 
words that many residents used in 
describing their major grievances 
against the pyramidal programs. 

One woman resident stated flatly: 
“There’s just no excuse for this 


vicious type of organization (pyra- 
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mid). It is completely and utterly 
despicable!” 

Some anti-pyramidists expressed 
opinions that “team-work” 
coordination” 
absent from pyramidal programs. 

Said one: “There’s a helluva big 


strong 


and “smooth were 


difference between controlled com- 
petition, competition with some rea- 
sonable restraint, as against the dog- 
eat-dog. survival-of-the-fittest kind of 
competition.” 

But don’t the best men reach the 
top? 

“Supposedly.” said one resident. 
“the best qualified reach the point 
of the pyramid. Unfortunately, 
politics, in my opinion, forms an 
important part of who is selected. 
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I should know, 'm top banana and 
can say quite honestly that three of 
the ones cut out are as good or 
better than I am. Why was I picked? 
My personality happens to come 
through as a dedicated individual 
with a mission—this probably im- 
pressed my chief. Well. | am dedi- 
cated—but so were the other guys.” 

“I think the pyramid is terribly 
unfair to everyone—especially so to 
the specialties. Its robbing the spe- 
cialties of board-qualified men.” said 
another. 


A few residents came up with 
some suggestions to modify the 


pyramidal plan. 

One such: “If more than one man 
is qualified in the pyramid or pre- 
sents about equal qualification. why 
not rotate the chief residency among 
them—either on a shift basis or for 
short periods of say two or three 
months? This 
heuse staff salary expense—though 
not by much—but that’s a_ small 
enough price to pay in the name 


may increase the 


of improved resident education.” 


Other factors 


Does one have to become a chief 
resident to consider his 


“complete”? In 


training 
most specialties. 
probably not—in some. probably so. 
chief 
resident in internal medicine. pedi- 
atrics, 


For example. to become 


psychiatry, dermatology. 


neurology, radiology. allergy or 
anesthesiology. to name a few. is 
not all-important. In fact. in many 


of these programs, the chief and 
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his assistants pretty much share the 
same responsibilities and training 
opportunity. 

The chief resident. of course. has 
extra duties and an added amount 
of headaches. His supervisory status 
and the training this provides him 
may or may not compensate for the 
time he must be away from clinical 
work. And. ‘although better hours. 
slightly increased stipend. and other 
perquisites fall to the senior resi- 
dent. the quality and quantity of his 
raining is probably the same as is 
the training of his assistant resi- 
dents. 

In the surgical specialties how- 
ever. there is a marked difference. 
General and special surgery. ob- 
gyn. orthopedics. ENT. urology. and 
opthalmology practically require the 
top spot on the ladder before the 
resident can consider his training 
complete. 

In these specialties. one man does 
the job. Others can only observe or 
assist. Here too, the chief resident 
is in a position of control. He often 
decides who is to do what. Under- 
standably the chief resident is “hun- 
gry” for experience. He has waited 
years for his chance and may feel 
justified in doing the choice cases 
himself. 

Also. the burden of responsibility 
weighs heavily on most chief  resi- 
dents in the surgical specialties. 
This sometimes means that assist- 
ants get little opportunity to do 
complicated procedures when any 
doubt exists in the chief resident’s 
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mind. (And when is there ever a 
complete absence of doubt? ) 

Thus. though the chief resident in 
surgery—in a pyramid or a column 
—is going to get a varying amount 
of experience and training beyond 
what is available to the assistant. in 
the pyramidal set-up some men will 
never make chief. 


Responsibility 

Does this make anv difference ay 
far as board qualification is con- 
cerned? No. There are no specialty 
boards which make chief residency 
a pre-requisite to certification or 
qualification. Most do specify “posi- 
tions of increased responsibility” as 
training progresses. Thus. as long 
as a man can stay on. presumably 
acquiring increased responsibility. 
he can qualify. But. most pyramids 
“let go” men rather than allow them 
to continue as assistants for the re- 
quired period of years. 

Regardless of the boards’ position. 
a number of residents expressed the 
epinion that in the surgical special- 
ties at least. some time spent as 
chief resident is a necessity in order 
to attain an adequate amount of 
training. 

As one put it, “Each resident 
should assume a period of maximum 
responsibility before conclusion of 
training—no matter how brief this 
period might be.” 


Competition 
Most common of all objections 


to the pyramid system centered 
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or 
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around the ill-feeling among resi- 
dents caused by hot competition. 
Many felt that competition, per 
se, was a healthy thing but described 
the particular nature of competition 
in the pyramid in rather unflatter- 
One 
“sinister.” This intense competition 


ing terms. even called it, 
“causes unnecessary and unhealthy 
inter-resident tension.” according to 
another resident. 

Most proponents of the columnar 
mentioned the fact that 
poorly qualified men should be (and 


residency 


usually are) cut from this system 
just as they might be in the pyra- 
mid. But. they point out, “all good 
men are retained in the column.” 
The pyramid. they feel, has pre-set 
limits which are arbitrary and cause 
good men to go with the bad. 


tion,” said one resident “is a w 


ful elimination of well-trained 1 
is absolutely ridiculous and off 
moded—and hurts the morale anc 
peace of mind of the entire house i 
staff.” 

Said another, “Archaic pyramid 
stifles initiative 


encourages blind 
pattern without 
thought or question of method, or 
consideration of new and_ perhaps 


conformity to a 


more effective therapy or operative 
procedures.” 


Security 

For a number of residents. “lack 
of security in the pyramid” seemed 
to be the big obstacle. Said one. 
“Although the pyramid stimulates 
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“The pyramidal type of compey h 


competition, which may be a good 
thing, the column seems preferable 
since it does not produce the awful 
sense of insecurity always present 
in the pyramid type.” 

Another said: “with rare excep- 
tions, the men I know who under. 
take a program of three to five or 
more years of resident training have 
the basic stuff to qualify for boards, 
The column can get rid of the ex. 
ceptions. We should all be given a 
look 


tragic possibility 
r 


positive ahead without the 


of being pushed 


HOSPITAL 
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off on the way up constantly con- 
fronting us.” 

Said another: “the pyramid is 
neither fair nor intrinsically ethical 
as plan of resident promotion or 
elimination . . . after all, what of 
the half or  three-quarter-trained 
men who aren’t permitted to make 
the next step up? Many go out into 
practice and perform their specialty. 
Do their former chiefs and profes- 
sors honestly believe they are not 
responsible for these men—in suc- 
cess and in failure—just as surely 
as they are for those who get all the 
way through the pyramid? I think 
there is a question here, not al- 
tegether philosophical, which con- 
cerns all physicians having a re- 
sponsibility to all other physicians 
and through that responsibility to 
the public.” 

“A residency is not a one way 
thing. The hospital as well as resi- 
dents have responsibilities to medi- 
cine.” said one resident. 


Both sides comment 

Column: “I believe that some pyra- 
mids may elevate and train the 
especially gifted, but I believe medi- 
cine prospers with more well-trained 
men rather than fewer who might 
be in the genius class. The latter 
will become top men regardless of 
the program. But this should not be 
done at the expense of other able 
and qualified physicians in train- 
ing.” 

Pyramid: “1 believe it offers the 
most opportunity for the fortunate 
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individual who can reach the top.” 
Pyramid: “Training for the  indi- 
vidual who makes it is better.” 
Column: “A well-planned program 
has no need for a pyramid—it is the 
easy answer for a poor administra- 
tor who hasn’t the time or ability to 
plan a complete program and screen 
his incoming residents properly to 
begin with . . . the hardship, how- 
ever, is not his, it is the weeded-out 
residents who bear the burden of 
defects in the pyramidal structure.” 
Column: “. . . Provided hospital is 
not bound to keep incompetents.” 
“There is an idea which keeps 
poking its nose into this world of 
ours that competition is necessary 
to education and training. I believe 
this idea is an absurdity. I like the 
columnar and believe the pyramid 
residency to be contrary to the best 
interests of medicine, hospitals. pa- 
tients, residents, attendings, and the 
public. And thank you for the chance 
to tell you so!” 
Pyramid and Column: “Prefer co- 
umnar in medicine but pyramid in 
surgery” (respondent indicated he 
was in medicine.) 
Column: “It seems to me the co- 
lumnar has the distinct advantage 
of offering time to learn instead of 
using up time in looking for another 
throat to cut or thinking of ways in 
which to curry favor with superiors.” 
“The new requirements for gen- 
eral surgery boards outmodes the 
pyramidal system.” 
Pyramid or Column: “The main 
purpose of a resident in taking a 
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residency is to get training and ful- 
fill board qualifications. Any system 


enables him to do this is 


satisfactory.” 


which 


Pyramid: “Pyramid cleans out dead- 
wood. Greatly improves quality of 
residents who otherwise do as little 
as possible.” 

Column: “Both patients and house 
staff suffer from intense competition 
in pyramid because it stifles coop- 
eration.” 

Pyramid: “A competitive system is 
probably more stimulating.” 
Modified pyramid: modified 
pyramid system has good features. 
Some weeding is necessary for in- 
dividual’s own good—should know 
or be told early that abilities may 
be better suited to other specialty.” 
Column: “In pyramid some 
doctors will be dropped simply for 
lack of an opening even though they 
are capable. These doctors will lose 
time for they will have to enter a 


new program and start from the 
beginning.” 
Column: “Hospitals want loyalty 


but don’t offer loyalty to residents 
—not in a pyramid.” 


Crowded out 

What of those who elect or are 
forced to leave after having com- 
pleted part of their residency pro- 
gram in the pyramid? Some try to 
obtain a more responsible position 
in another hospital approved in the 
specialty. In general. this is a diffi- 
cult maneuver. Obviously most hos- 
pitals would prefer to promote from 


within their own programs as 


against taking on a “stranger” in a 


responsible position. However, in 
recent years. because of the armed 
forces draft, top positions are some- 
times vacated and_ hospitals not 
having immediate replacements from 
among their own residents. enter- 


tain applications from qualified 
men. 
Some residents, who cannot con- 


nect in a good spot in other hos. 


pitals. go directly into practice 
without fulfilling their board re. 


quirements. These men then become 


non-board specialists. Some have 
excellent training background — 


though incomplete by some board 
standards. Others have spent a great 
deal of time and and are 
left with an incomplete background. 


In some 


money 


hospitals there is no 
Those not 
leave the hospital simply because 
there is no room for them in the 
program. This is generally because 
incoming — residents 


choice. promoted must 


have already 
been assigned to make up the avail- 
able vacant slots in the baseline of 
the pyramid structure. 
where “cut” residents are permitted 
to stay on as assistant residents. 
they still are able to fulfill their 
board residency requirements. 


However. 


Doctor draft 

The effect of the doctor draft on 
the 
important one according to a num- 
ber of residents. 


two types of programs is an 


Those returning to either pyra- 
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mid or columnar residency from 
service. in many found the 


door shut. Unable to get back in 


cases 


their former they were 


forced to start at a different hospital 


hospital 


—often dropped down a peg in the 
process. Openings in pyramid and 
columnar programs because of the 
doctor draft. offer 
opportunity. if-the resident has the 


however. some 
time to look around. 

It certainly would seem that any 
resident who expects to be drafted. 
would be to check with his 
chief of service before accepting a 
resident should 
ask for that if 
drafted, presuming the quality of 
his resident performance was good 


wise 


appointment. He 


some assurance 


up to that time, he would be re- 
admitted without loss of status—in 
his column or pyramid. Of course. 
many residents. when faced with the 
prospect of draft. apply for resi- 
dency training with a government 
hospital. In this instance. no guaran- 
tee of “getting-back in” the original 
residency training hospital is needed. 


Big objection 

All in all. perhaps the most im- 
portant objection to the pyramidal 
residency, 


according to residents 
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queried is that many physicians of 
excellent caliber fail to reach the 
summit. 

Even some residents who attained 
the top rung in the pyramid ladder 
were outspoken in their criticism of 
the pyramid for “cutting well-quali- 
fied men” out of the program before 
completion. 

On the other hand. the column 
was not perfect. Men who were in 
their final year under a columnar 
set-up wondered if the quality of 
their training might not have been 
improved under a pyramid—assum- 
ing they could survive the cuts. 


Is there another side? Residents 
appear pretty much opposed to the 
pyramidal residency. But what of 
hospitals, universities, teachers, spe- 
cialists in practice; all those whose 
job it is to advance the quality of 
medicine and surgery? 

How do they feel about this ques- 
tion? 

Next Resident Physician 
presents a sampling of this group. 
Will their 


yours? Their frank comments may 


issue, 


opinions agree with 
come as @ surprise to a great many 


residents. 
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The Human Side of Medicine 


Autopsy 


Consent 


M ost physicians today are agreed 
that failure to get postmortems is 
an important obstacle to the advance- 
ment of pathology —and thus to 
medicine and surgery. 

This is not a new fact. The con- 
tribution of the autopsy to medical 
education has been recognized down 
through the centuries. But today. 
many who have made a closer evalu- 
ation now consider the autopsy the 
most essential element of medical 
progress. 

The American Medical Association 
zequires that any hospital approved 
for internship or residency training 
must maintain a specified minimum 
autopsy percentage. 

Yet, in spite of this widespread 
acceptance of their value, the per- 
centage of autopsies to hospital 
deaths varies considerably from one 
hospital to another. 

Some centers regularly report 
averages of from 75% to 90%. 
Others rarely exceed 15%. Why this 
difference? 

Do such things as geographic dis- 
tribution and local religious and 
racial customs account for the 
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spread? Even a brief comparison of 
the statistics reveals that this is not 
the case. 

Two hospitals in the same city 
and having the same religious and 
racial division of patients often pre- 
sent wide differences in their autopsy 
percentages. 


Resident’s attitude 

Experience has caused many hos- 
pital adminstrators to point to the 
resident physician’s attitude as an 
important factor. They say the resi- 
dent’s desire or lack of desire in 
personally securing autopsy permis- 
sion from surviving relatives plays a 
significant part in the percentage of 
autopsies reported by the hospital. 

One administrator puts it this 
way: “If the resident makes a real 
attempt to get autopsy consent and 
is prepared to answer the questions 
of surviving relatives concerning 
autopsy, he can maintain a_ high 
batting average. The disinterested 
resident asks permission as a routine 
formality, takes the first refusal as 
the final answer.” 

A good part of the enthusiasm of 
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the resident depends, of course, upon 
the enthusiasm of hospital authori- 
ties and others on the hospital staff. 


Autopsy plan 

Many institutions have developed 
a definite program for securing au- 
topsy consent. A typical plan would 
work like this: 

1. The first physician to meet with 
the relatives asks for autopsy per- 
mission. Quite often this is a resident 
who presents the autopsy question 
as if it was simply a formality with 
a “Yes” answer expected 
automatically. 

2. If. after a period of discussion, 
the resident feels the relatives are 
set against an autopsy, he sends for 
the chief resident. The chief resident, 
through his position of responsibility 
and prestige, may be able to secure 
permission. 

3. If the chief resident fails, it is 
obligatory to call in either the pri- 
vate physician or in some cases, the 
hospital These 
physicians may represent both close 
knowledge of the patient and ex- 


almost 


pathologist. older 


perience in the procedure. If re- 
quired, the chaplain of the same 
religious faith as the deceased is 
consulted. 

It is important to note that this 
program is carried out whether the 
death occurs in the night or day. 
Often the relative, told to return to 
the hospital in the morning so that 
someone may ask his permission for 
an autopsy, will not return. The time 
to get autopsy consent is immediately 
after death. No matter how much 
help is available, the bulk of the 
responsibility and the best chance 
for approval rests with the initial 
interviewer — usually the resident 
physician. 


Relatives refuse 

But in only a small percentage of 
cases will there be no objection of 
any kind. Common ways of express- 
ing an objection are: 

“No! I couldn't.” 

“He suffered enough. Leave him 
alone.” 

“It's against my religion.” 

“T don’t want him used for ex- 
periments.” 

“T want him to 
mediately.” 

“IT don’t want him cut to pieces or 
mutilated.” 

When a patient dies, close rela- 
tives quite naturally go through an 
emotional crisis. In their shock and 
sorrow, they do not think or act 
normally. They also need and expect 
sympathy. Those who are not out- 
wardly religious frequently become 


be buried im- 
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so. Thus, if the physician’s approach 
is tactless or careless he will greatly 
affect his chances of getting autopsy 
permission. 

Such expressions as: “Now I hate 
to ask you this...” or, “I know 
you won’t want to, but please con- 
sider it... ” usually repel the 
relative. A sympathetic, yet sincere 
and straightforward approach is 
best: “I know how deeply you must 
feel your loss. Everything that could 
be done was done to help your hus- 
band. We would like to perform a 
final examination to determine the 
exact cause of death and effects of 
our treatment . . . with your per- 
mission.” 


Answer objections 

Avoid words like autopsy and post- 
mortem which have unpleasant con- 
notations in lay eyes. 

If the relative refuses without giv- 
ing a reason, ask for one. If it is 
because immediate burial is wanted, 
assurance can be given that the en- 
tire examination won't take more 
chan one hour; the burial will not 
be delayed. 

Some will say that it is against 
their religion. They probably won’t 
give the specific teaching of their 
religion, because usually they do not 
know. Perhaps they have been told 
somewhere that an autopsy is against 
all religions. The fact is, no religion 
stands opposed to such an examina- 
tion. Just the opposite. Nearly all 
religions consider autopsy almost 
obligatory if some information might 
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be derived from the procedure which 
could be of assistance to any person 
living. And it is difficult to conceive 
of an autopsy which would not teach 
at least one observer at least one 
item of value in treating another 
individual in the future. 

It can be emphasized to the rela- 
tive that a proper autopsy is not a 
desecration of the deceased. If nec- 
essary to go into details. such ex- 
pressions as “a surgical incision is 
made, skillfully repaired. and no 
scar is visible when the deceased is 
dressed and prepared for burial.” 

Sometimes it is even necessary to 
assure the relative that the deceased 
cannot suffer because of a necropsy: 
“Your husband is in God’s hands. 
What remains cannot suffer but can 
enrich our knowledge and thus serve 
as a blessing to humanity. Your hus- 
band would undoubtedly wish it that 
way I’m sure.” 

The offer to call in a Minister. 
Priest, or Rabbi is usually sufficient 
to convince the relative that there 
is no religious opposition to autopsy. 

Many relatives ask for time to 
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think about it. Experience has shown 
that the longer the time interval 
after death, the less the possibility 
of receiving their permission. 

Frequently, the relatives will want 
assurance from someone else. Even 
though, legally, it is only one per- 
son’s decision to make, he may want 
to call on friends and relatives for 
their opinion. Try to avoid this. 
For even if five relatives are called 
and four agree that permission 
should be given, the one refusal will 
be enough to convince the respon- 
sible party to deny permission. 

Telling a relative that an autopsy 
will quickly determine the exact 
cause of death and so’ prevent red 
tape on insurance benefits may be 
helpful on oceasion. 


Point of law 

There are important legal ques- 
tions to consider in connection with 
autopsy permission. However, con- 
trolling state laws differ widely and 
each resident would be wise to read 
those laws which govern his hos- 
pital. 

Autopsy 


should. of 


permission 


course, be obtained from the person 
legally entitled to give it—although 
medical examiners have the author- 
ity to order an autopsy without per- 
mission of the responsible relative. 

In some cases it is obvious who 
is responsible. In most states a sur- 
viving spouse who is legally mar- 
ried at the time of death is the one 
who may give permission. If there 
is no surviving spouse, the author- 
ity usually goes to the children— 
unless minors. 

In some cases the situation is more 
obscure. If the individual died a 
bachelor or a widow with no living 
parent and the only surviving rela- 
tives are cousins, brothers, or sisters. 
whom should you approach for au- 
topsy permission? While there is no 
pat answer, since the situation has 
many variables, the resident can 
consult with his chief of service or 
the attending physician to deter- 
mine the proper individual from 
whom autopsy permission should be 
obtained. 

Before any autopsy is performed, 
the autopsy request form is usually 
reviewed by the hospital administra- 
tor or the chief of service. Often the 
medical superintendent must give the 
final okay. 


Incentive plan 

Some hospitals offer inducements 
to residents—to raise autopsy per- 
centages. One resident’s description: 
“In one hospital where I took resi- 
dent training, the autopsy percentage 
reached such a low level that the 
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POST 
REPORT 


hospital authorities were notified by 
the American Medical Association 
that if the autopsy percentage were 
not increased substantially the hos- 
pital would have difficulty remaining 
on the approved list.” 

“The board of trustees,” said the 
resident, “decided to try something 
to raise the autopsy rate. First they 
offered us a bonus of a carton of 
cigarettes for each autopsy permis- 
sion received. Then they added a 
prize of $10 each month to the resi- 
dent with the highest autopsy per- 
centage.” 

The plan got quick results. “In 
two months,” the resident reported. 
“the autopsy percentage of our hos- 
pital quadrupled.” 

Though the methods used in this 
program leave much for debate. it 
was demonstrated that when the resi- 
dents were enthusiastic about secur- 
ing autopsy permission, a high per- 
centage of autopsies was attained. 


Cooperative program 

Another successful method used 
in many high-rated hospitals is a 
“responsibilty and follow-up” pro- 
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gram. One hospital, listed by the 
A.M.A. among the top 10 hospitals 
in the nation for autopsy percentage. 
described the method: “We have 
a very close cooperative function 
in the procurement of permission for 
autopsies; which function involves 
extensive cooperation of interns, 
residents, hospital administration. 
nursing office, attendings and _ the 
pathology department.” 

(1) “It is the responsibiliiy of the 
resident and intern staff to contact 
the relatives of the deceased im- 
mediately on the first visit to the 
hospital, whether this be in the day- 
time or the middle of the night. 

(2) It is the duty of the nurses to 
immediately notify the house staff 
at the time when the relatives first 
appear. We feel that by approach- 
ing the relatives immediately. we 
have a better opportunity for per- 
mission of autopsy. 

(3) Our approach is one of sin- 
cerity and honesty. We don’t permit 
misleading statements or any talks 
associated with insincerity of pur- 
pose to be used in the approach for 
the autopsy permission. We ap- 
proach the relatives with the attitude 
of trying to help them in that they 
are helping us. 

(4) If the relatives go home to 
talk the situation over with the 
family, we frequently go home with 
them and talk to the family at home. 
The pathologist, himself, will fre- 
quently do this. It has been our 
experience that with the proper 
sincere approach to the family, most 


Resident Physician 


intel 
The 
us ¥ 
mint 
In 
port 
proc 
sucl 
the 


Phe 

% 

= 


y the 
vitals 
tage. 


have 
ction 
n for 
olves 
erns, 
ition. 

the 


f the 
ntact 
im- 
the 
day- 


Ps to 
staff 
first 
ach- 

we 


per- 


sin- 
rmit 
alks 
pur- 
for 

ap- 
tude 
they 


p to 
the 
with 
fre- 
our 
yper 
nost 


cian 


intelligent people will cooperate. 
The attending will frequently help 
us when there is some doubt in the 
minds of the family.” 

In conclusion, this hospital re- 
ports: “If there is a failure in the 
procurement of autopsy permission, 
such a failure must be explained to 
the pathologist.” 


Incidentally, this hospital secures 
eight autopsies in every ten deaths. 

Though you may not have control 
over hospital procedures, you can 
lift your own rate of autopsy per- 
missions. Certainly the effect on 
your training will alone be well 
worth the small amount of extra 
effort required. 


Private Patients for Residency Training 


A complete plan of instruction for residents should include 
not one but all types of patients, according to Lowell T. 
Coggeshall* | Journal of Medical Education, 30: 279 (1955) |. 
The idea of utilizing only the indigent or so-called “clinic” 
patient is being replaced rapidly by the inclusion of the 
“paying” patient in the teaching program. Modern trends 
are making some type of insurance plan for defraying medi- 
cal costs available to such an extent that the “charity” 
patients are not sufficient in number to insure adequate 
teaching programs. 

Added to this is the patient-doctor relationship. According 
to Dr. Coggeshall. the paying patient realizes that his case 
is receiving most thorough consideration, and cooperates 
more fully with his physician. The resident. being aware of 
the financial aspect from the patient’s standpoint, orders 
laboratory tests and diagnostic procedures only after careful 
thought. Also. the experience gained by handling all types 
of patients during his training period is of inestimable value 
when he starts private practice. 

*Dr. Coggeshall is Chairman of the Department of Medi- 
cine and Dean, School of Biological Sciences, University of 
Chicago. 
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Resident 
Roundtable 


What are we missing in our residency program? 


Peaten Roundtable is a transcript of a recorded 
panel discussion among five residents and specialists, 
each from a different hospital. This and succeeding 
Roundtable articles represent the ideas, comment and 
opinion developed by the panel in response to ques- 
tions raised by the moderator. 

Actual names of those attending the Resident Round- 
table are not used. In addition no hospital is identi- 
fied. 

Dubbed by one member of our resident staff, “a 
bull-session in print.” the Roundtable will enable you 
to compare your views and training programs with 
those of the panel members. If, in this comparison, 
you recognize a gap in your training for private prac- 
tice, you can take steps to fill this gap before com- 
pleting your residency. You are invited to contrib- 
ute to these Roundtables through your Letters to the 


Editor. 


This month’s panel — 
MODERATOR: A board certified pediatrician in pri- 


vate practice. His residency, divided between one 
mid-western and two eastern hospitals, was completed 
in 1953. 

DR. BRONSON: A graduate of a New York State 
medical school, he took his internship at a large mu- 
nicipal hospital and then served two years in the 
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army. He is currently chief resident in medicine at 
a private hospital which draws its teaching staff from 
a number of universities in the New York City area. 
Dr. Bronson plans to enter private practice in 1957. 
DR. EVANS: A graduate of a southern medical school. 
he served his internship at a municipal hospital. An 
Air Force veteran, his specialty is obstetrics and he 
is chief resident in a private hospital with university 
affiliation. 

DR. KARDEN: A graduate of a Chicago medical 
school, he served his internship in a New York mu- 
nicipal hospital. His specialty is pediatrics, and he 
split his residency training between a city hospital and 
a private hospital. 

DR. ADAMS: A graduate of a western medical 
school, he served his residency in a large Government 
hospital in Washington, D.C. His specialty is sur- 
gery. and he has been in private practice for several 
years. 


September 1955, Vol. 1, No. 1 


é 
\ \R | 
2 \ / 
\ 
| 
| 


Conferences 


MODERATOR: How does your present program of lectures, con- 
ferences and so forth measure up to what you believe you'll 
require as a practicing specialist? What, if anything, would you 
like to see changed in the formal program of your present and 
past residency hospitals? 


DR. BRONSON: Well, though not too bad, I believe our basic teaching 
program leaves out a lot. I don’t suppose it is unique in this respect either. 
The biggest factor we have is our weekly conferences, presentation of two 
cases with discussion by the attendings. These are good but could be a 
great deal better. 


MODERATOR: Better in what respect? 
DR. BRONSON: Well, both in the nature of the cases presented and in 


the presentations themselves. A lot of the men who stand up in the discus- 
sion do so only to have themselves seen by their colleagues. They say 
nothing. They present cases which are more or less esoteric rather than 
sticking to basic cases and discussing basic points. 


Lively, well-run conferences, a basic tool in resident education. 
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They pick on something like agammaglobulinemia, of which you see two 
cases in your entire career—but they'll slough over some of the more basic 
and interesting cardiac problems. The senior faculty man should make 
some attempt to control and direct conferences. I believe time is too valu- 
able to be wasted on some windy willie talking about rarities. 


MODERATOR: How about formal teaching? 


DR. BRONSON: We have a cardiac conference once a week. Residents 
present cases and the chiefs of the cardiology and thoracic surgery sec- 
tions are present. At these conferences, the actual decision is made as 
to whether the case presented is a candidate for cardiac surgery or not. 

I feel a great deal more could be gotten out of the cardiology staff; such 
as a series on electrocardiograph interpretation, lectures on pulmonary 
and cardiac physiology, and perhaps a periodic review of cardiac drugs. 
This stuff is basic and would better fit us for future practices than to re- 
strict education to the uncommon. 

Formal training in radiology is another thing I would like to see. I 
think everybody should have some formal training in basic radiology and 
I think it should also include some of the techniques on how to take these 
pictures. 


Radiology training 
MODERATOR: Do you really believe that necessary? 


DR. BRONSON: It’s all very nice to be able to read x-rays, but if you have 
a patient, his first concern is: do you know how to take the picture and 
how smoothly do you do it? 


MODERATOR: Did you find while in medical school, or even 
during your internship and residency training, that there was 
enough emphasis on practical doing of laboratory work? Do you 
think that you know how to do a good blood count, the technique 
of taking an electrocardiogram, the practical points of taking an 
x-ray, or doing a blood sugar? 


DR. BRONSON: Well, in medical school they teach the techniques of do- 
ing blood counts and urinalysis fairly well. I think you have enough train- 
ing in this and you are all set to go when you get out of your internship. 
But more training is needed, especially in x-ray. 


MODERATOR: What about you Dr. Evans? 


DR. EVANS: In discussing the residency you have to consider whether you 
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are in a medical specialty or a surgical specialty. The medical specialty 
is one in which almost anybody can—well. everybody can listen to the heart 
of a patient and hear the same thing. In the surgical specialties. one man 
is going to do the work. Yet. certain training should be common to both, 
I think that. in any resideney. you must have a basic knowledge of radiology 
and pathology. 


MODERATOR: Why in particular? 


Clinics 

DR. EVANS: You have to be able to take and interpret x-rays. There are 
few radiologists who can sit back and tell the obstetrician positively that 
the female pelvis is going to be adequate for a delivery of a baby. I think 
every resident should have a good, sound, basic knowledge of pathology. 
microscopic and gross. Any well-grounded residency program is go- 
ing to have lectures. discussions., and clinics. which will accomplish both 
of these things. 

Also, you must not forget the subspecialties. In my field. and in others. 
you should have clinical exposure to bring out the various subspecialties. 
In medicine, you can learn from the cardiology and gastroenterology clinies. 
an endocrinology clinic and many others. In ob and gyn you are interested 
in sterility and tumor clinics. We have our routine antepartum clinics and 
postpartum clinics and our gynecological clinics. and so forth. 

The value of a residency is determined by the extent of clinics. the amount 
of material that presents itself at the clinics for the work of the house 
staff. the desire of the resident to learn. as well as the desire and ability of 
the visiting men to put out the material. and to explain the material pre- 
sented. 

Now there are many subspecialties within a specialty and I don’t think 
that any one.specialty or any one residency program will bring all this out. 
For instance, in my field, I don’t expect that. by the time I am finished, I 
will be an accomplished cancer surgeon. I don’t think that I will have the 
tremendous background in the various little deviations of endocrinology. 
I think that as a specialist. | should have a good working knowledge of 
what's going on, what my patient will need and how: and if I can’t take care 
of it, what to do about it to get the proper care. 


MODERATOR: Now let’s go to you, Dr. Adams; you’ve been prac- 
ticing a couple of years now ... in surgery. 


DR. ADAMS: Actually it’s more than that; it is more than seven years 
now. Going back to my residency. | can think of some of the strong points 
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of it and some of the weak points. One of the things that I liked about 
it was that it was in a Government hospital in which the cases were service 


and we were university connected. It did have good clinical instructors and 
professors on the staff who visited regularly, and we had a high quality of 
teaching and instruction. But at the same time, practically all the cases 
were done by the residents. 


Surgeons’ training 


MODERATOR: Is this important? 


DR. ADAMS: This is the important thing for the training of a surgeon, 
because, in any of the surgical specialties. a certain amount of responsibility 
and practical experience has to be acquired by the surgeon in order to 
obtain that degree of facility necessary to become a good surgeon. You 
can watch other people doing a procedure all your life. but there is a 
certain amount that you have to do yourself. a certain amount of responsi- 
bility you have to take: a certain amount of opportunity to handle emerg- 
encies and complications. and which you have to learn to handle by your- 
self. 

You can read all about it. hear it spoken about. hear lectures. But unless 
you had the personal opportunity to handle it yourself, there is something 
lacking in your training of a specialty. 

Now there are some weak points too. For example. I had some of the 
same problems that Dr. Karden had. The practical aspects of going out 
into practice just did not get into our residency. They tell you an awful 
lot about what to do, but very little about how to treat human beings and 
the practical side of the practice: what to charge, what to tell the rela- 
tives. how to handle the financial aspects of a medical practice. 


MODERATOR: Gentlemen—I have to interrupt because the hour 
is getting late. Let’s hold the discussion here temporarily and 
begin from this point later. I'd like your opinions on such ques- 
tions as: Is a hospital library important to good resident train- 
ing? Are recreational advantages, living quarters, stipend, off- 
duty time, of importance when evaluating the quality of a resi- 
dency program? Do you find most residents will work in the out- 
patient clinics as a routine matter, without interest? Are follow- 
ups important? How much scut work is done by residents todav? 
And what about the economic facts of specialty practice? Do 
residents get fee, billing, or prescription writing information 
while in training? Do you think they should? 


(The discussion will be continued in the next Resident Roundtable.) 
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By Dr. Karl A. Meyer 


Guest 


Karl A. Meyer, 


Chairman, Department 
of Surgery, Cook County 
Hospital, and Medical 
Superintendent Cook 
County Medical 
Institutions. 


Editorial 


I. a superbly practical and comprehensive report! of 
the Committee on Internships, Residencies, and Gradu- 
ate Medical Education of the Association of Medical 
Colleges, the factors that must weigh in the decision 
in choosing a hospital have been delineated for the 
intern. The same factors are resoundingly applicable 
to the resident: “. . . the duty of a hospital toward 
its interns (or residents) is the provision of oppor- 
tunity for the self-education of those with the capacity 
for it. . .” Such opportunity must include: “(1) con- 
tinuity of observation of individual patients; (2) con- 
tinuity of exposure to individual clinicians selected for 
their devotion to teaching; (3) clinical responsibilities 
graduated according to increasing experience. . .” 

A check list of decisive help in the selection of a 

hospital for residency might be profitably excerpted 
from the article cited by enumerating the questions 
discussed at length therein (using the words resident 
and residency for intern and internship in each in- 
stance).* Such a check list is herewith compiled: 

1. “Who are the big guns of the hospital? 

2. “Does the professor get out of his laboratory? 
The sought after practitioner out of his office? 
The nationally known medical figure out of the 
round of committees? Do they teach? When? 
How? 

3. “Who are the hospital’s litthe guns? How do 
they get along with the big guns in teaching and 
in patient care? How do they get along with 
the house staff? 

4. “Are senior clerks and interns (and residents) 
falling all over each other owing to poorly plan- 
ned overlap of duties, or is there good teamwork? 
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5. “What sort of illnesses constitute the principal bulk 
of its (the hospital's) work? 

6. “How much care goes into the charts? 

7. “How much continuity has the outpatient department 
with the impatient population? 


8. “What sort of responsibility does the intern (resident) 

have? What provision is made for direct experience? 

9. “What measure does the hospital take to familiarize 

the new house staff with the local ground rules and 
procedures? 

10. “How regular and how effective is the daily bedside 

teaching? How close is the teamwork. . .? 

11. .“Does the hospital offer ‘experience’ beyond its capa- 

city to offer supervision? 

12. “Where did this hospital’s interns (residents) get 

their previous training? 

13. “Who plans and is responsible for the internship (and 

residency) program? 

14. “Where is the medical library? When is it open?” 

Those questions delineate the proper relation of service 
to education. The last question. concerning the library has 
the emphatic bearing of insisting on the trainees’ reading of 
adult medical literature. It carries also in the implication 
of a “library” the meaning that there must be time to de- 
liberate even in the busy training schedule in which the 
resident will never find time to deliberate but must make 
time. The convenient library is conducive to reading. and 
reading nurtures thinking. 

As the resident contemplates with Wordsworth, “I am a 
part of all that I have met.” he realizes that he is also a 
part of all his literary heritage in filling his mind and 
making it ready just as much as he is the beneficiary of all 
that Medicine has bequeathed to him throughout its history. 
Such bequests must not be taken for granted; they should 
be savored through reading in the history of medicine. Osler 
speaks of the need for “. . . men with ideas; men who have 
drunk deep of the astral wine, and whose energies are not 
sapped in the treadmill. . . .” I urge the serious resident to 
cultivate the “long habit” of reading which creates the 
ambience for thinking. and disposes to fuller appreciations. 


1. Committee on Internships, Residencies and Graduate Medical Education of 
the Association of Medical Colleges. Report prepared with Committee's partici- 
pation and written by S, Howard Armstrong, Jr., Professor of Medicine, 
University of Illinois end Director, Medical Education, Cook County Hospital. 
Chicago. Reprinted in Journal of the Student A.M.A. 4:24 (June) 1955. 

*All brackets are ours, The quoted questions were italicized, not enumerated in 

the original publication and the reprint. 
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Cook County 
Hospital 


First of a series on resident centers 
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3.400-Bed Cook County 


Hospital is the core of a vast and 


growing West Side Medical Center. 
Cook County is the largest civilian 
hospital for acute diseases of the in- 
digent in the world. And residents 
who train there agree that its quality 
lives up to its size. 

Established little more than a cen- 
tury ago in a single small structure. 
Cook County Hospital last year ad- 
mitted 90.027 patients — averaging 
250 per day. The average daily 
census is 2.305. 

Its history is associated with great 
names in medicine: Christian Fen- 
ger. Ludvig Hektoen, Sippy. Her- 
rick. Murphy. Billings. Quine. Senn. 
DeLee. MacArthur. Roswell Park. 
Kanavel. Phemister. Tice. and Dean 
Lewis. 

Cook County actually 
comprises several integrated com- 
ponents which function as special 
health services: The General Hos- 
pital, Children’s Hospital. Psycho- 
pathic Hospital. Contagious Hospi- 
tal, the Hospital for Thoracic Dis- 
eases. Hektoen Institute for Medical 
Research. Fantus Outpatient Clinics. 
Radiation Center. and the Cook 
County Graduate School of Medicine 
(at the discretion of the Attending 
Staff. residents are free to attend 
designated courses. and in certain 
departments. residents participate in 
course presentation). 


Hospital 


Other com- 


ponents include Oak Forest In- 
stitutions for Geriatrics and Pul- 
monary Tuberculosis (with training 
available in both departments 
through residency in Cook County 
Hospital). the Institute for Legal 
Medicine. known as The Morgue. 
and the magnificent quarters for the 
house staff. Dr. Karl A. Mever Hall. 

Except for Oak Forest Institu- 
tions. which are in suburban Chi- 
cago, these units are the nucleus of 
the expanding West Side Medical 
Center in Chicago. In addition to 
the Cook County Hospital buildings. 
the medical center contains the Cook 
County Nursing School (closely col- 
laborating with the hospital): the 
University of Illinois professional 
buildings: its Medical. Dental. and 
Pharmacy Colleges. its General Hos- 
pital. Surgical Institute for Chil- 
dren. Neuropsychiatric Institute. In- 
stitute for Juvenile Research. and 
Nurses Residence. 

Also located in the medical center 
are the Cook County Department of 
Public Welfare; Bacteriologic Lab- 
oratories of the State Department of 
Public Health, the State Tuber- 
culosis Hospital and the Institute for 
Tuberculosis Research; the Veterans 
Administration 1000-bed acute gen- 
eral hospital; the Chicago Medical 
School: the Stritch School of Medi- 
cine. and the Dental School. both of 
Lovola the Y.M.C.A. 


University: 
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Professional Schools Branch; Pres- 
byterian Hospital and School of 
Nursing. 

Slum clearance is under way to 
accommodate the realization of fur- 
ther medical expansion plans. In 
recent years construction and recon- 
struction of expanded facilities has 
been extensive. Notable examples 
within the Cook County Hospital 
group are the Hektoen Institute for 
Medical Research. the Department 
of Radiology, and from the resi- 
dent’s personal point of view. the 
new staff living quarters in the Dr. 


Karl A. Meyer Hall. 


House staff quarters 

Dr. Karl A. Meyer Hall. a seven- 
teen story building completed in 
1954, provides house staff quarters 
on fifteen floors which. according to 
Cook County 


surpasses in comfort any dormitory 


administrators. “far 


for interns and residents anywhere 
in the world.” 

Meals are served in an attractive 
cafeteria-dining room. Each intern 
and resident has a private room. de- 

furnished — for 
There is an adjoining 


signed and single 
occupancy. 
bath between every two rooms. Sev- 
eral comfortable lounges. a_televi- 
sion room, and a combined game and 
recreation room are located in the 
building. 

The air-conditioned Dr. Frederick 
A. Tice Library with all the current 
journals and a large collection of 
monographs is under the care of a 
Medical 


full-time librarian. The 
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Records library is separate. (Other 
excellent library facilities are also 
available in the area.) 


Department of Radiology 

Every disease known to be demon- 
strable by x-rays is seen in the diag- 
nostic section of the radiographic 
unit and the Radiation Center. 

In 1954, 106.000 patients were 
served in this department with a 
total of 221.000 x-rays taken. The 
heavy work load continues to in- 
crease. 

The Therapy 
27.826 treatments which 


Department gave 
included 
cobalt. deep, and superficial irradia- 
tion. and radioisotope administra- 
tion. Radium treatments numbered 


Residents attend certain courses, 


help present others at the Cook 


County Graduate School of Medicine. 
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New home for the house staff. Karl A. 
Mever Hall. provides residents with ex- 
cellent recreation and living accommo- 
dations. The seventeen-story structure 
adjoins its sister building. the Nurses 
Residence (left). Modern entrance to 


house staff quarters is seen (inset) 


while portions of the interior are shown 
at right. Modern, clean. and comfort- 
able describes the cafeteria. a resident's 
room. and the complete library located 
in the house staff living quarters. 


- 
4 / / 5 
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119. Dr. George M. Landau is Di- 
rector of Radiology. 

The new unit, planned on a 25- 
year anticipation basis, was con- 
structed and equipped at a cost of 
one million dollars and provides all 
=pecial Cook County 
believes it to be the largest and best- 
equipped radiographic department 
in the world. The Radiation Center, 
in a convenient (separate) building. 
was completed in June 1953 and 
Dr. I. O. Hummon is its director. 
The Cobalt Bomb Unit for cancer 
treatment was installed here in 1954. 
the first in the Midwest. 


procedures. 


Laboratories 

Facilities at the general hospital 
irequently are the same as those 
itilized in the several affiliated units. 
During World War IL the need to 
centralize the laboratory services 
became urgent and it was then that 
the Hospital was integrated with the 
Hektoen Institute for Medical Re- 
search. The Institute’s personnel 
collaborate in the management of 
the hospital laboratories and active- 
ly participate in the medical care of 
patients. Dr. Samuel J. Hoffman is 
the executive director and Dr. Hans 
Popper is its scientific director. 

There is an interlocking of re- 
sources between the Hektoen Insti- 
tute and County Hospital in terms 
of personnel, laboratory facilities. 
and clinical application of research 
information. The Institute develops 
the work of the Department of Ther- 
apeutics in Cook County Hospital. 


The Institute in turn utilizes the 
varied and plentiful clinical material 
in Cook County Hospital for the ex- 
tension of research in diagnosis and 


treatment. 

Such cooperation enables the diag- 
nostic and therapeutic advances. of 
which the Institute’s personnel have 
firsthand knowledge. to be widely 
applied and appraised 
within the hospital before being giv- 


clinically 


en to the medical world through its 
trainees, scientific publications. and 
medical observers from all parts of 
the country and the world. 


Work load—clinics 

The outpatient clinics are housed 
for the most part in the building 
known as the Fantus Clinic. These 
are primarily follow-up clinics for 
ward patients but also offer care to 
patients who are in need of medical 
treatment but who are not ill enough 
to be hospitalized. The clinics are 
manned by the interns and residents 
of Cook County Hospital under the 
supervision of attendings. Several 
hospital appointments as clinical as- 
sistants are made from the clinic 
staff. 

The clinics are an excellent source 
of training for the house staff. Resi- 
dents have an opportunity to follow 
patients who have been under their 
hospital care. 

In 1954 there were 186.259 visits 
to the Outpatient Department. The 
Children’s Clinic saw 47,139 patients 
and the Admitting Pavilion saw 81.- 
685 children in the same year, with 
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Well-known in research is Cook County’s 
Hektoen Institute for Medical Research 
whose staff works closely with the man- 


agement of the hospital’s laboratories. 


7.263 children admitted to the 409 
bed Children’s Hospital. 

Because of the volume and range 
of clinical material, Cook Coun y 
Hospital provides a broad proving 
ground for advances and refinements 
in diagnosis and treatment. and in 
the study of pathologie end-resvlts. 


The 


formed a 


Pathology Department 
total of 1.54] 
during 1954. exclusive of stillbirths 
and psychiatric cases: 9.000 surgics! 


per- 


autopsies 


specimens were examined. and more 
than 100.000 laboratory tests were 
made. 
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Attending staff 

All attending physicians take com- 
petitive Civil Service examination 
at six-year intervals. They are all 
teachers in one of the following med- 
ical schools in Chicago: The Univer- 
sity of Illinois, Chicago Medical 
College, the Stritch School of Medi- 
cine of University. and 


Medical 


Loyola 

Northwestern 

School. 
There are 140 attendings appor- 


University 


tioned among the various specialties. 
To each member of the attending 
staff is assigned one or more attend- 
ing associates. nominated through 
the dean’s office of the school with 
which the 
affiliated as an undergraduate teach- 
er. All patients are under the direct 
professional supervision of the at- 


attending physician is 


tending staff. operating through an 
executive committee composed of the 
heads of all departments. This com- 
mittee formulates the medical poli- 


cies. 


Resident money and 
maintenance 

At present. the house staff is com- 
prised of 120 interns and 120 resi- 
dents. All residencies offered are ap- 
Medical 
are accredited by 


proved by the American 


Association and 
the specialty boards. 

Most residencies carry a stipend 
of $50 a month. There are excep- 
tions. such as in radiology which 
carries a stipend of $175 a month. 

Almost 
mains for a prolonged period in the 


every resident who re- 
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of Pathology is 
moted to an assistant pathologist 
during his residency, with a salary 


Department pro- 


varying from $245 to $440 
month. Full maintenance in Dr. Karl 
A. Meyer Hall is provided for all. 

schools full- 


per 


Four medical 
time instructors assigned to the med- 
ical service in addition to the full- 
time instructors in internal medicine 
in the Department of Medical Educa- 
tion. Medical residents’ education is 
the Department of 
Surgical resi- 


supervised by 
Medical Education. 
dents’ education is particularly the 
of Dr. Karl A. Meyer. 
chairman. Department of Surgery. 
and Medical Superintendent of 
Cook County Institutions: and Dr. 
Raymond W. MeNealy. chief of 
staff. Under the direction of the 
full-time instructors in internal med- 
icine, the residents participate in the 
clerkship program of the medical 


province 


schools. 


Supervisory residents 

Two 
senior resident were created in 1955. 
These carry of $500 a 
month and are open to graduating 
Cook County Hospital residents in- 


positions as supervisory 


stipends 


terested in careers of teaching and 
research. Appointment is made by 
the departments of Medicine and 
Medical Education. 


Fellowships 

Special fellowships. appointed on 
an individual merit basis. are avail- 
in medicine. cardio- 


able surgery. 
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physiology, gastroenterology, hema- 


tology. therapeutics and _ thoracic 
medicine. Individual arrangements 


are made regarding stipends. Psychi- 
atry offers a fellowship stipend of 
$250 per month in addition to fu’ 
maintenance. 


Conferences 

Conferences coordinating the basic 
sciences and clinical teaching are 
held weekly and are arranged by 
the Department of Medical Educa- 
tion and the Department of Path. 
These 


nounced in a_ weekly 


conferences 
bulletin dis. 


ology. are an- 
tributed to the house staff. 
Conferences. held weekly. are. in 
addition to staff 
rounds and specialty rounds. and 


medical house 
include clinico-pathology surei- 
cal pathology conferences: Radiation 
Center conferences: combined clini- 
cal, pediatric, pediatric cardiology: 
clinical gastrointestinal; pediatric 
hematology: cardiac endocrinology: 
parasitology; thoracic; orthopedic: 
gynecologic; x-ray conferences in all 
fields, cardiac. cardio-clinico-physio- 
logic, neuropsychiatric. 

The 


held daily, Monday through Friday. 
and the x-ray conferences four times 


pathology conferences are 


a week, plus the weekly conferences 
and in addition to staff meeting con- 
ferences, rounds and grand _ rounds. 

The house staff is given a_ high 
degree of supervised clinical respon- 
sibility. In appointing Cook County 
Hospital residents, preferences in 
appointment are given those interns 
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who demonstrate a special aptitude 
during internship. 

Among the best known hospitals 
in the United States, Cook County 
Hospital has provided training for 
physicians and surgeons throughout 
the country: many throughout the 
world have come here to observe and 
learn and carry back information to 
their professional groups in other 


lands. 


Administration 

New projects for Cook County 
Hospital are currently in progress 
and others are being studied by the 
hoard of Cook County Commission- 
ers, an elected body, under whose 


jurisdiction the hospital functions. 
The chiefs of the administrative staff 
are Karl A. Meyer, M.D.. Medical 
Superintendent of Cook County In- 
stitutions; George C. Blaha. M.D.. 
Medical Director: and Fred A. Hert- 
wig. Warden. Dr. S. Howard Arm- 
strong. Jr., is Director of Medical 
Education; Dr. Samuel J. Hoffman 
is Director of Laboratories: and Dr. 
Hans Popper. Director of Pathology. 


A brochure, The Cook County 
Hospital Intern and Resident Train- 
ing Program, is available on appli- 
cation to the Director of Medical 
Education, 1825 West Harrison 
Street, Chicago 12, Hlinois. 


Dear Resident: 
RESIDENT PHYSICIAN. 
15th. 


issued monthly. 


physicians. 


Long. M.D., Editor-in-Chief. 


This is your personal copy of the first issue of the new 
The second issue will be November 
Starting January, 1956. Resiwent Puysician will be 


The journal will be sent without charge to all resident 
There is no journal which deals exclusively 
with the interests and problems of the resident. 
Puysictan will fill this void. 

For a more complete statement of policy and purposes. 
we invite your attention to the lead editorial by Perrin H. 
Your thoughts and suggestions 
will be welcomed by the Editors. 


RESIDENT 


Cordially yours. 
Puysician 
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Conferences 


Clinico-Pathological 


Number one of a series from leading medical centers 


New York University-Bellevue Medical Center Post 
Graduate Medical School, Department Of Medicine at 
Bellevue Hospital, Fourth Medical (N. Y. U.) Division 


Patient A.R. 

A 45-year-old white male, was ad- 
mitted to Bellevue Hospital on 3/22/ 
53 at 7 P.M., because of inability to 
speak properly, headache, nausea 
and vomiting. History obtained from 
wife. 

Patient was perfectly well-until 48 
hours prior to admission when he 
developed a severe headache, in- 
volving the entire head, and relieved 
by large doses of amytal and aspirin. 
24 hours later the headache became 
more severe in the left temporal 
region. Four hours before admission 
he began to talk to his wife in an 
incomprehensible jargon. After that 
he developed nausea and vomit- 
ing. 

There was no history of loss of 
consciousness. convulsions. hyper- 
tension or diabetes. Twelve days 


prior to this episode patient sneezed 

violently and then developed a severe 

occipital headache which lasted for 

a few hours. 

Past History 

(1) Thrombophlebitis of legs fol- 
lowed by “a clot in the lung” 
20 years ago. 

(2) B.H. admission 5 years ago for 

ulceration of legs and thrombo- 

phlebitis from which he had 

been suffering for several years. 

B.H. admission: Abdominal 

surgery. Mesenteric thrombosis. 


(3 


> 


Information obtained from pri- 
vate physician: For several 
years prior to admission patient 
had normal clotting and bleed- 
ing times and a normal response 
to dicumarol. For 2 or 3 months 
prior to present episode, patient 
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was found to be resistant to 


dicumarol. 
Family History—Mother had dia- 
betes. 


Social History—Patient was an at- 
torney. 

P.E. Patient was well developed 
and well nourished. conscious but 
aphasic. in acute discomfort with 
frequent vomiting. He was able to 
obey simple commands. 

B.P. 140/75. P.R. = 60/min. 
R.—18/min. T.—98.6° 
Head—No evidence of trauma. 
F.E.N.T.Negative. Fundi—no pa- 

pilledema but left margins are 
hazy. 

Veck—supple. no adenopathy. 


Lungs—Clear to A&P. 

Heart —- Size within normal limits. 
sounds distant. dropped beats. 
Abdomen—no organs or masses 
palpable. 

Rectal — External, internal hemor- 
rhoids. 

Extremities Evidence of long 


standing thrombophlebitis of legs. 
Veurological 
(1) Cranial nerves intact. 


(2) Motor—-Weakness on right. 


BI TI KI AJ Bab Abd. 
(3) Rt. 4 0 O10 
DTR’s Left ++ ++ 0 O10 


(4) Sensory examination and 
other modalities could not be prop- 
erly performed due to patient’s in- 
ability to cooperate. 
Hospital Course 

Lumbar puncture revealed grossly 


bloody fluid with initial pressure of 
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300 mm. H,O and final pressure of 
260 mm. H.O. 

At 10 P.M., patient became un- 
responsive and developed bilateral 
ankle clonus with a positive Babin- 
ski on the left. 

11:50 P.M. — Condition deterio- 
rating. Resp. 48/min. Placed in O. 
tent. Bilateral Babinski. No neck 
rigidity. 

3/23/53—11 A.M.—Left pupil & 
right—do not react to light. Papille- 
dema of left fundus and blurring 
on right. 
102.8°. 

3/24/53—Both pupils dilated. Pa- 
tient responds to pin prick. Temp. 
102°. 

3/25/53—Temp. 105°. PR=135 
min. R—30/min. Signs of pulmon- 


Corneal absent. Temp. 


ary infection at bases. 
3/25/53 —9 A.M. - 
nounced dead. 


Patient pro- 


Pathological findings 


Section of the brain at autopsy re- 
vealed the immediate cause of death 
to be massive left intracerebral and 
intraventricular hemorrhage. The 
hemorrhage had broken through int: 
the subarachnoid space. There was 
also an area of hemorrhage in the 
right mid-brain. The cerebral ar- 
teries were normal. The cause of 
the hemorrhage was thrombosis of 
several veins. including temporal 
veins and the left lateral sinus. The 
walls of the thrombosed vessels were 
normal. 

Another autopsy finding was cav- 
ernous transformation of the iliac 


i 
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veins and inferior vena cava: this 
was a result of incomplete throm- 
bosis and organization of thrombi 
in these vessels. In view of the long 
history of lower extremity thrombo- 
phlebitis, it is reasonable to suppose 
that the iliac and caval thrombosis 
was an extension of the process in 
the legs. However, the coincidental 
occurrence of thrombosis in two un- 
related venous systems (mesenteric 
venous thrombosis in 1948, and the 
present cerebral venous thrombosis) 
is not explained. In a recent series 
of thirty-nine cases of non-infectious 
cerebral vein thrombosis! all except 
one case were associated with some 
other disease which is generally re- 
garded as predisposing to venous 
thrombosis (e.g.. heart disease. 
“marasmus,” post-operative or post- 


Patient J.C. 

The patient. a 69-year-old, white. 
single seaman, was admitted to B.H. 
on 11/26/53 because of shortness of 
breath. 

In 1946, he was told that he had 
tuberculosis in the left lung and was 
hospitalized for several weeks at a 
Marine Hospital. Follow-up x-rays 
were said to be negative. For 8-9 
weeks prior to admission the patient 
had a cough productive of 1-2 cups 
of thick yellow sputum per day. Ad- 
mission was precipitated by the sud- 
den onset of dyspnea 4-5 hours be- 
fore admission. The patient denied 


partum state, cranial trauma). Our 
patient obviously had a tendency to 
thrombose his veins, but he had none 
of the accepted predisposing causes. 
The diagnosis of “thrombophilic dia- 
thesis” is merely a restatement of 
the patient’s history. The statement 
that he was Dicumerol resistant is 
dificult to evaluate: in 1948. after 
he had already suffered from mesen- 
teric and lower extremity venous 
thrombosis. Dicumerol reduced his 
prothrombin activity to 10-30°7 of 
normal. 

Early but widespread pneumonia 
was a contributory cause of death. 


Reference 

1. H. J. M. Barnett and H. H. Hy- 
land: Noninfective Intracranial Ven- 
ous Thrombosis. Brain, 76.36, 1953. 


chest pain. hemoptysis and_ night 
sweats. There had been a 10-20 Ib. 
weight loss in 6 months. He had 
been a chronic alcoholic for years 
and smoked a cigar occasionally. 

The patient had gonorrhea in 
1932. syphilis in 1935 (treated with 
arsenic), and was told of hyperten- 
sion in 1952. He was born without 
a left arm. 

Physical examination revealed a 
fairly well nourished man who was 
dyspneic. orthopneic. and coughed 
almost continuously. He was acutely 


ill. B.P. 150/90. P.R.=128/min. 
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R.R.=40/min. Temp. 103.4°. There 
was no venous distention in the neck. 
The chest showed poor expansion on 
the right. The lungs revealed dull- 
ness, decreased breath sounds, de- 
creased fremitus and coarse rales 
over the area of the right lower 
lobe posteriorly and laterally. Heart 
—RST, enlarged to anterior axillary 
line in V ICS, A2>Pt, no murmurs. 
Abdomen-liver palpable 2 fingers be- 
low right costal margin; it was firm, 
smooth, and non-tender. The pro- 
state was 50% enlarged and firm. 
There was lymphadenopathy. 
Only upper 1/3 of left arm was 
present. 

The admission laboratory data in- 
cluded a normal urinalysis, 14.5 gm. 
Hgb. 5.32 million RBC, 17.550 
WBC, 25 transitionals, 55 polys. 13 
lymphs, 7 monos, Het. 47%, and 
ESR 26 min/r. NPN 33, Mazzini- 
negative. The sputum smear showed 
a predominance of gram negative 
rods. There were also Gram + dip- 
lococci. It was negative for acid fast 
bacteria. Yellow granules, sugges- 
tive of Actinomyces, were seen in 
the sputum. The EKG of 11/27/53 
showed a sinus tachycardia, occa- 
sional ventricular premature beats. 
and QRS transitional zone shifted to 
V4. There were no changes indica- 
tive of myocardial infarction but the 
tracing did suggest possibility of 
rulmonary embolism. A chest x-ray 
taken on 11/27/53 showed fluid in 
right pleural cavity with displace- 
ment of heart to left. 

The patient was placed in an oxy- 
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gen tent and started on aureomycin 
500 mgm. q 6 h. Blood streaking of 
sputum was noted. There was no 
evidence of thrombophlebitis. On 
12/2/53 the patient appeared much 
more toxic. The trachea was dis- 
placed to the left and there was a 
large area of flatness and decreased 
breath sounds over lower right lung 
field. 

Thoracentesis was performed on 
12/2 and 500 cc. of serosanguineous 
fluid was aspirated. Chest x-ray af- 
ter the tap revealed a round area 
of increased density at right base 
medially. The temperature ranged 
from 101-103° during entire hospi- 
tal course. On 12/4 50 ce. of air 
was injected into the right pleural 
space. On 12/5 the temperature was 
somewhat on the down-grade. How- 
ever at this time the WBC was 
47.000 with 30 transitionals, 58 
polys. 8 lymphs, and 4 monos. A 
cell block on the fluid from the right 
chest was negative. 

On 12/7/53, the patient suddenly 
expired while his clothes were being 
changed. 


Pathological findings 

At autopsy a small (lem) tumor 
mass involved the mucosa and wall 
of the right main bronchus at its 
first bifurcation. Tumor was grow- 
ing in the lumen of a small adjacent 
artery. The only other tumor de- 
posits found in the lungs were scat- 
tered pleural nodules. Right pleural 
cavity was obliterated by a mass of 
fibrin, clotted blood and tumor. 
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This neoplasm showed the pattern 


of widespread metastases which is 
so characteristic of bronchogenic 
carcinoma.'| Secondary tumor was 
found in the pleura (bilaterally), 
tracheobronchial lymph nodes, heart, 
liver, adrenals, kidneys. left perine- 
phric space, thyroid, vertebrae and 
para-aortic lymph nodes. Another 
striking and not unusual feature of 
this case was that the primary tu- 
mor remained small in spite of the 
tremendous proliferation of meta- 
static deposits. Symptoms occurred 
partly as a result of the bronchial 
obstruction and partly because of 
the massive involvement of the right 
pleural cavity. An unexpected com- 
plication was the presence of an 
adrenal infarct. resulting from block- 
age of the adrenal vein by tumor. 


Another surprising finding was the 
presence of a completely indepen- 
dent papillary adenocarcinoma of 
the left kidney. Fortunately, the his. 
tologic appearance of this tumor was 
quite different from the completely 
undifferentiated lung carcinoma. 
The occurrence of two malignant tu- 
mors in one patient does not indicate 
a “tendency” to develop carcinoma. 
The incidence of double and triple 
malignancies is about what one 
would expect on a purely chance 
basis. 


Reference 

1. C. C. Bryson and H. Spencer: 
Carcinoma of the Bronchus. A Clini- 
cal and Pathological Survey of 866 
Cases. Quart. J. Med. 20:173, 
1951. 


Cases presented from the wards of the Fourth Medical 
Division, Bellevue Hospital, Dr. Charles Wilkinson, Dir. 
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The Doctor 
Speaks 


F.., hospital physicians are 
trained as experts in foreign lan- 
guages. Yet most have occasion 
to examine and treat non-English 
speaking patients. And all too often 
the simplest direction or request be- 
comes almost impossible to convey. 
Depending on physician’s 
genius for artful charades and aided 
by pointing. loud talking in mono 
syllables and sympathetic grunts, an 
examination or explanation is usually 
completed. But the effort. the time 
involved, and the very real danger 
of misunderstanding makes the en- 
tire procedure of dubious merit. 
The apprehensive patient becomes 
confused. The physician is generally 
worn out, often exasperated at his 
own failure to do a better job. 
Unfortunately this problem of 
language barriers is common, espe- 
cially in large hospitals or in medical 
centers located in areas populated 
by one or more foreign born groups. 
And, in many regions of the U.S.. 
the number of foreign-born com- 
prises an important segment of the 


September 1955, Vol. 1, No. 1 


Spanish 


total population. For example, Mexi- 
cans in the Southwest. French in the 
Northeast near the Canadian border. 
Italians in many industrial cities in 
the East and Far West. Germans in 
Milwaukee, Poles in the Buffalo and 
Detroit areas. and a combination of 
nationalities in other large metro- 
politan centers such as New York 
City. Boston. Philadelphia. and Pitts- 
burgh. A large percentage of each 
group cannot speak English: many 
others. only broken-English. 

In many cases non-English speak- 
ing patients are accompanied to the 
hospital by a younger relative acting 
as interpreter. But, once the patient 
is admitted. he is alone with the 
hospital staff. The langauge barrier 
goes up and the difficulty begins. 

Because the average physician 
cannot devote the time required to 
master many foreign languages. 
ReEsIpENT PHysiciAN presents in this 
and coming issues. a brief guide to 
foreign phrases in the more common 
languages spoken in the United 
States. The form is adapted from 
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that used for Spanish phrases in the 
Los Angeles Hospital staff manual. 

There is no need to memorize these 
phrases. By saving these language 
articles you will compile a handy 
and valuable aid to conduct an effi- 
cient and accurate examination. de- 
velop facts for diagnosis, and offer 
instructions to those non-English 
speaking patients whom you will be 
called upon to treat. 


Keep your “language finder” open 
in front of the patient and don’t 
worry too much about the pronunci- 
ation of words. The fact that you're 
trying will make your patient eager 
to help. 

The completed series of language 
guides, including French, Spanish, 
Italian, German, Polish, and Yiddish, 
will be bound and reprinted as a 
booklet available at cost. 


For examination of Spanish-speaking pat:ents. 


Basic rules of pronunciation 
1. The sound of vowels is constant: 

a-ah 

e-eh 

i-ee 

o-oh 

u-00 

thus-pies is pronounced pee-ehss 


cuando is pronounced coo-ahndoh 


oido is pronounced chee’-doh 


2. The double L or “II” has the same sound as the Y in English, thus cuello (nek) 
is pronounced kooeh’-yo: alli is pronounced ah-yee. 

3. H is always silent (as in the English word “hour”). 

4. The J is pronounced like the H in English. (San Jose is pronounced Sahn 


Hoh-sseh’; La Jolla is Lah Hoh-yah). 


5. The letter Q is always followed by the letter U which is not pronounced. Thus— 
que (what or which) is pronounced keh; aqui (here) is pronounced ah-kee. 


Anatomical terms 


head : la cabeza 
eyes los ojos 
ears - los oidos 
nose : la nariz 
mouth - la boca 
teeth : los dientes 
tongue : la lengua 
throat - la garganta 
fingers los dedos 
legs las piernas 
feet - los pies 
stomach - el estomago 


neck - el cuello 
chest el pecho 
heart - el corazon 
lungs - los pulmones 
shoulders - los hombros 
back - la espalda 
arms - los brazos 
hands - las manos 
bladder - la vejiga 
rectum - el recto 
buttock - la nalga 
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Lotest dota on Effectiveness 
of Furadantin 


brand of nitrofurantoin, Eaton 


Investigators: Findings: 


Flippin, H. F., and 
Eisenberg, G. M.: 
Antimicrobial Therapy in 
Medical Practice, 
Philadelphia, F. A. Davis 
Co., 1955, p. 40. 


Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 


acute eases: 6 appeared cured, 
Trafton, H. M., et als | * 6 markedly improved, no relapses. 
952: 3833. 1955. 36 chronic cases: 30 8) mptomatic 
i | - | improvement, often in 24 hours. 


Beutner, E. H., et al.: 
Antibiotics Annual, 
1954-1955, New York 
Medical Eneyelopedia, Inc., 
1955, p. OSS. 


Furadantin eradicated 29 strains 
(62°) of 47 isolated from 30 
chronic infections. 


THE JOU Acute infections: 95.77 of patients 
benefited. Chronic infections 
and organic or obstructive lesions: 
benefited. 


Hasen, H. B., and 
Moore, T. D.: 
J.A.M.A. 155: 1470, 1954. 


Dosage: Average adult—four 100 mg. tablets 
daily, 1 tablet with each meal and 1 with food 
or milk on retiring. EATON LABORATORIES 
Furadantin tablets, 50 and 100 mg., bottles of 


25 and 100. Furadantin Oral Suspension (5 mg. 
per ec.), bottle of 4 fl.oz. (118 ee.). 


NORWICH @ NEW YORK 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl De PRODUCTS OF EATON RESEARCH 
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NEW 
unique dosage form— 


EXTE 


—provide ALL-DAY or AL 
on single-tablet dosage 


7 Now Available i 

EXTENTABSOSA\ 

; With Extentabs ‘Robins’, the physi- For Spasmolysis 

" cian may now provide therapeutic and Sedation s 

: effects which are promptly achieved DONNATAL’! $1 

' and evenly sustained over a period 

EXTENTABS'| EX] 
of 10 to 12 hours. These convenient, ie ae [re 
economical tablets maintain blood eee | 
and tissue concentrations of the 


medication without see-saw effects, For Fe 
Spasmolysis Apr 
or any possible risk 
of “dumping”...all DONNA” 
day or all night. EXT ENTABS*} EX” 
Donnatal Extentabs 
; A. H. ROBINS CoO., INC. without phenobarbital 


RICHMOND 20, VIRGINIA 


ly 


ble i 
"ABSIDOSAGE FORM 


sis For 

n Sedation 

STENTAL™ 

) Vinistration are significant A q.12h. 
Action Tablets 


For Mood or 
Ss Appetite Control 


AMBAR™ 
EXTENTABS’® 


Methamphetamine with 
Phenobarbital 


tal 


ad lc ‘(i‘ 
2 
oh 
a 
ak 
Mo repeat doses to “forget” duringthe 
recurrence of symptoms to in- 
Unique: dependable 


Head 

trauma 
unconscious 
did you faint 
are you dizzy 
headache 


Eyes 

sight 

clear vision 
near 

far 

Nose 

coryza 


did you have a nosebleed 


Throat 


do you have frequent sore-throat 


Diseases—enfermedades 


measles 
scarlet fever 
chicken pox 
small pox 
pneumonia 
typhoid fever 
enteritis 


Cardio-respiratory 


do you tire easily 

are you short of breath 

does your heart beat fast 

do your feet swell 

do you have pain in the chest 
-sharp pain 
-dull pain 
when you breath 

do you cough 

do you spit 

sputum 

bloody sputum 

have you lost weight 

does someone in your family 

have a cough 


golpe a la cabeza 
insensible 

se desmayo 

tiene virtigo 
dolor de cabeza 


vista 
vista clara 
cerca 
lejos 


catarro 
sangro por la nariz 


le quema la garganta frecuentemente 


sarampion 
scarlatina 
viruela loca 
viruela mala 
pulmonia 
fievre tifoidea 
fievre intestinal 
resfrio 


se cansa pronto 

respira condificultad 

ie late aprisa el corazon 

se le hinchan los pies 

tiene dolor en el pecho 
-dolor agudo 
-dolor sordo 
-cuando resuella 

tose 

escupe 

saliva 

saliva con sangre 

se ha adelgazado 

tiene toz uno de sus parientes 
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in refractory “Gitaligin was effective in our experience in 


failure cases refractory to other digitalis 


heart failure preparations . . .”" 


“‘A good present day all-purpose digitalis for 

general use is Gitaligin®. . . It has one particular 
for general use advantage which is unique and places it apart 
from all other digitalis preparations . . . |it| has 
a wider margin of safety .. .”” 


The average effective dose of Gitaligin is only one-third the 
toxic dose,'*® and its moderate rate of dissipation" assures 
maximum ease and safety of maintenance. 


Therefore, wherever digitalis therapy is indicated — 


(G | 
(White's Brand of Amorphous Gitalin) 
Follow this simple dosage equivalent—One tablet (0.5 mg.) 
of Gitaligin is approximately equivalent to 0.1 Gm. 
1'. gr.) digitalis leaf. Gitaligin tablets are deep scored 
for accuracy and flexibility of dosage. 
Supplied: Bottles of 30, 100 and 1000 tablets. 
1. Hejtmancik, and Herrmann, G.R.- Texas St. J.M. 51.238 (May) 1955 
2. Ehrlich, Arizona Med. 12.239 (June) 1955. 
3. Hejtmancik, and Herrmann, G.R.: Arch. Int. M. 90:224 (Aug) 1952 


4. Marriott, Ann. Int. Med. 40:820 (Apr.) 1954. 
5 Weiss, A., and Steigmann, F.: Am. J.M.Se. 227-188 (Feb.) 1954 Complete literature available 


6. Dimitroff, Griffith, G T Mc Walker, J: Ann. int. Med 
upon request to: 


7. Batterman, RC., DeGraff, A.C, and Rose, 0.A.; Circulation 5 201 (Feb.) 1952 
AC. ond Meet 42-200 (hag) 2062 WHITE LABORATORIES, INC. 


Batterman, DeGratt, AC, Gutner, Rome, OA. and Lhowe, KENILWORTH, N.J. 
‘ed. Proc. 9:256 (Mar.) 1950. 


10. Couneit N d Nonofficial Remedies 1954, 
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Introducing Abbott’s new 
non-barbiturate hypnotic 


Placidy] offers a gentle new therapy 
for ordinary nervous insomnia. 

It relaxes and calms the patient 
Tranquil sleep comes within 15 to 
30 minutes—should last all night. 

Placidyl does not force patients 
into sleep; rather, it induces them 
to sleep naturally. 

Hangover? Not a trace. 

Even patients who take Placidy 
after waking in the small hours 
rise clear-headed and refreshed. 

Side actions? Virtually none. 
Not contraindicated in presence of 
liver or kidney disease. Doses to 
1000 mg. show no effect 
on pulse, blood pressure, respiration 
blood, or urine. 

Profound hypnotic drugs remain 
justified for some insomnia patients 
But for those whom you wish to 
give a safer, more gentle source 
of sleep ... prescribe 


this mild new product. Obbott 


Not related to the barbiturates, bro- 
mides, chloral hydrate, paraldehyde, 
etc. Available in 500-mg. capsules, 
bottles of 100. Adult dose for ordi- 
nary nervous insomnia 500 mg. at 
bedtime. 
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E. M. Fowler 


I you're nearing the last year 
of your residency, this is a good 
time to ponder your bedside ap- 
pearance and start doing something 
about it. 

A doctor’s skill and reputation 
usually come to him after years of 
hard work. But there is one way 
you can impress yourself immedi- 
ately upon other doctors, patients 
and potential patients: you can be 
well groomed. A trim, well-but-not- 
gaudily dresset doctor inspires con- 
fidence. 

So prepare to do away with dirty 
buckskins, sports jackets and odd 
pants you bought while in medical 
school. Begin now to concentrate 
on building a wardrobe for your 
future practice. This is definitely in 
the category of a dividend-paying 
investment. 


From the outside 

Unlike the intern, you probably 
lead a somewhat more “inside” ex- 
istence. However, you will occa- 
sionally seek a breath of out-of- 
doors air—or should. So let’s start 
with a coat. A good covert of 
gabardine overcoat with removable 
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for 
dramatic 
results 

in 

hay fever 


During the ragweed season... 
HP*ACTHAR Gel provides 
your patients with powerful 
protection against allergic 
manifestations of hay fever. 

It is equally effective in 

the young and the aged. 


HP*ACTHAR'Gel is The 
Armour Laboratories Brand 
of Purified Adrenocortico- 
tropic Hormone—Cortico- 
tropin—ACTH. 


In potencies of 40 and 
80 Armour Units per cc., 
in 5 cc. vials. 


A 
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small doses 
Hay fever sufferers get striking 
relief of symptoms from even 
small doses of HP*ACTHAR 
Gel. 


e short-term therapy 
In hay fever, HP*ACTHAR Gel 
need be given only for a short 
time. It is administered as easily 
as insulin. Discomfort is 
minimal. 
“Highly Purified 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


is, 
= 
A\\ 


lining is the best bet. It will keep 
out all but the worst blasts and, 
come spring. you remove the lining 
and presto—a topcoat. In addition 
get a lightweight You'll 
use it often. In mild but threatening 
weather you can wear it as a top- 
coat. 


raincoat. 


From the top 

Like it or not, you look better in 
a hat. Don’t make the mistake of 
thinking a bare-headed man looks 
rugged, athletic. He doesn't: he 
looks like Joe College. A hat im- 
parts maturity and. incidentally. 
keeps your hair in place. Go to a 
good hat shop and don’t pinch pen- 
nies. 

A good hat will last years. pro- 
vided 
somewhere. 


leave it behind 
A poor one will look 
slept in and raffish in a few days. 
not to mention its head-shrinking 
tendencies in poor weather. Better 
pick one that’s not too light in color 
—a medium gray looks 
well with practically everything. Be 
certain you are properly fitted. It’s 
an oddity but most men fuss over 
the hang of a jacket yet think a 
hat will adjust itself automatically 
to the wearer's headshape. This is 
not so. Basically. there are three 
types of hatband sizes—long. short. 
and medium oval: 


you. don’t 


or brown 


brims are wide 
or narrow; crowns are low or high. 

The right hat makes you look 
top-of-the-world; your best friends 
will snicker if you wear the wrong 
one. So use foresight. pick a good 
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salesman in a good hat store. jp. 
sist he sell you the hat that looks 
right for your face and build. 


Suit yourself 

Probably you consider a suit as 
your best bet for sartorial splendor, 
But be careful. there are so many 


shapes, patterns and materials to 
choose from. How many suits will 


you need? That varies with taste 
and pocketbook. But you should 
have three at least, plus a_ good | 


sport jacket and slacks for leisure 
wear. 

A good blend of synthetic fabric 
that keeps its press makes a good 
suit for your first choice—perhaps 
medium to lightweight so you can 
wear it through hot weather. For 


dinner. dates and dances. a dark 
blue or navy (perhaps a fine pin- 
striped) is a good buy. For the 
third suit a sturdy gray. (unless 
you are red-headed, then brown is 
indicated). of medium weight — 


perhaps a hard-finished worsted. 
A good idea is to settle on the 
type of suit that looks best on you 
early in your career, then. stick to 
it. The big thing now is the “natu 
ral construction”: a mini 
of padding, three buttons. 
high-notched lapel. single-breasted 
jacket with unpleated, narrow trou- 
sers. This may or may not be 
meat; it is a style that looks well 
on average or slim men. If you tend 
to be paunchy get something tha 
has a little more built-up appear 
ance. For the stout. double-breasted 


suit. i.e. 
mum 


your 
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MICTINE*—N 


L ORAL DIURETIC 


Diuresis by “Sodium-Screening’ Action 


Well-Tolerated, 


(satuatien many years of research, Mictine, 
brand of aminometramide, fulfils the following 
criteria for an improved diuretic agent: 

Mictine, neither mercurial, sulfonamide nor 
xanthine, is orally effective, well-tolerated and 
without known contraindications. Mictine causes 
excretion of water, sodium and chloride in 
amounts sufficient to reduce edema, yet does not 
upset the acid-base balance because only neutral 
salts are excreted. It is continuously effective 
with minimal side effects, 


Effectiveness — Approximately 70 per cent of un- 
selected edematous patients treated with Mictine 
have been found to respond with a satisfactory 
diuresis, This response is considerably greater 
when used in the control of the edema of con- 
gestive heart failure in patients with normal 
kidney function. 


Clinical Field — Mictine is useful primarily in the 
maintenance of an edema-free state and in the 
initial and continuing control of patients with 
mild congestive failure. Mictine may be used 
also for initial and continuing diuresis in more 
severe congestive states, particularly when mer- 
curial diuretics are contraindicated. 


Features the New Orally Effective, 


Non-Mercurial Diuretic Agent 


Increased sodium ion excretion following admin- 
istration of Mictine indicates the inhibition, or 
“screening,” of reabsorption of this ion, as well 
as increased elimination of water and chloride. 


Administration—The usual dosage for the aver- 
age patient is one to four tablets daily in divided 
doses with meals and on an interrupted schedule. 
The latter may be accomplished by giving the 
drug on alternate days or for three consecutive 
days and then omitting it for four days. 

For severe congestive states the dosage is four 
to six tablets daily with meals, also in divided 
doses on interrupted schedules, 

Supplied— Uncoated tablets of 200 mg. 


*Trademark of G. D. Searle & Co. 
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suits are the best. They hide your 
bulge, draw attention to your 
shoulders. Pleats in your trousers 
help tone down the weighty middle 
too. However, if you just don’t like 
double-breasted outfits, wear a vest. 
As a matter of fact. a good percent- 
age of men look better in a_ vest. 
Like the hat, vests look “mature”. 

If your wardrobe is limited, steer 
clear of fancy plaids, wide stripes. 
ete., in favor of plainer colors. Plain 
does not mean stodgy. You look 
your best in plain color suits with 
handsome accessories. Buy good 
suits: they last longer, they keep 
their shape better, and you will find 
they need cleaning less often. Speak- 
ing of cleaners. be sure they clean 
the dirt out of your pants’ cuffs and 
from the collar of your jacket. Also, 
have them roll not press the sleeves; 
ditto the lapels. 

Eventually you may need a dinner 
jacket. Not now. If you must have 
a tux, rent one—or buy one that 
fits well but don’t spend a lot for 
it. One dacron evening shirt will 
de—you can wash it yourself and 
no ironing is needed. 


Shirts and things 


For some reason many men think 
a finely-tailored suit is an end-all. 
They are wrong. very wrong. The 
appearances of many a fine suit has 
been ruined by sloppy shirts. ties. 
socks, ete. 

The much-maligned white shirt is 
still the one you'll wear most. But 
have a blue, too, for variety. As for 


shirt style: a long neck calls for 
higher collar with widely-spaced 
points. This helps a lot to offset the 
turkey gobbler effect. A collar-stay 
looks good, keeps collar points neat, 
If you prefer the round collar shirts, 
get the eyelet variety; the stay will 
hold its place properly. and won't 
ruin the material. Double or Frene) 
cuffs call for cuff links. Forget the 
ornate types. Ask your rich unele 
for a good pair of conventional gold 
or silver ones next Christmas or 
birthday. 

In ties. stick to good design and 
color. You have hundreds of stripes. 
checks, and plain colors to choose 
from. without indulging in riotous. 
crazy designs. Some people can wear 
bows. some can’t. Ask your bes 
friend (not your wife). Silk reps 
and fine woven wool make _ neat 
knots—keep the knot small so as 
not to appear to be hiding a goiter. 


From the bottom 

Good shoes are not cheap: you 
need several pairs (say three) for 
health’s sake as well as appearance. 
Get blunt toes in both black and 
brown for the city, either plain or 


wing tip for serious walking. Invest | 


two 
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pair. 
impo 
wear 
you'r 
walk 
quicl 
they 
cut t 
tal 

spar’ 
room 
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in a polishing kit with brushes and | 


rags. This will save you money. 
takes little time and means you can 
always shine up at a moment’ 
notice. And face the important fact: 
shined shoes make a good impres 
sion, also put the wearer in a cop 
fident frame of mind. 

Try not to wear the same_ shoes 
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two days succession. If they 
get wet. dry with a soft cloth, stuff 
with paper and keep in a warm 
place but away from radiators. Al- 
ways keep your shoes in good re- 
pair. Shoe trees are extremely im- 
comfortable, 


important to long- 


wearing. good-looking shoes. If 


you're a long-strider or rolling type 
walker your heels will wear down 
quickly. Don’t use metal heel plates. 
they quickly get rough and sharp. 


cut up rugs. sound awful in a hospi- 


tal corridor and are dangerous 
spark-producers in the operating 
room. Good shoes should be re- 


heeled and_ re-soled. 


Tall in the Kettle 


Wear plain-colored socks of cot- 


ton or a nylon and wool mixture. 
They wear well and long. and dry 
quickly. If your socks sag. get gar- 
ters or better quality socks. Good 
socks will hold their shape and stay 
up. 

Finally, bear in mind that jus! 
afford to 
corners on your medical training. 


as you could not cut 


so you cannot afford to buy “bar- 


gain” type clothes. Good clothes 


are not cheap but cheap clothes are 
not good. So plan now, doctor, to 
dress well—until your reputation is 
established, 


your appearance is 


your recommendation. 


O’Brien or Byrne, the “Lrish Giant” was supposed to be 
8 feet 4 inches in height at the time of his death in 1783. 
at the age of twenty-two. The illustrious John Hunter had 


owed 


that he would have the 


of O’Brien, and 


skeleton 


O’Brien was equally averse to being boiled in the distin- 


guished scientist’s kettle. The giant was tormented all his 


life by the constant assertions of Hunter and by his per- 


sistence in locating him. 


Finally. following the usual decline of his class of ano- 


malies, O’Brien came to his death 


bed. He bribed some 


fisherman to take his body after his death to the middle of 
the Irish Channel and sink it with lead weights. Hunter, it is 
alleged, was informed of this and overbribed the prospective 


undertakers and thus secured the body. It has been estimated 


that it cost Hunter nearly 500 pounds sterling to gain pos- 
session of the skeleton of the “Irish Giant”. 
The skeleton, and the kettle in which the body was boiled 


are preserved in the museum of the Royal College of 


Surgeons in London. 


From: Anomalies and Curiosities of Medicine; 
published by W. B. Saunders, 1896. 
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. + « to the service of humanity 


His Hope... 


I. hospital whites in the room at the end of the 
hall is a man of medicine. A resident physician. 
One of many. 


In the wards, emergency rooms, outpatient clin- 
ics, operating rooms, and in a thousand hospital 
laboratories throughout the nation . . . the resi- 
dent tends his practice. 


For the future perhaps a practice of his own or 
with a group and possibly a professorship at a 
medical college. 

But now, here in the hall, patients wait for his 
care. And tomorrow others, as yet unknown, will 
also come. 

* * * 

With courage and a deep belief in his profession, 
the resident made his choice: to specialize. That is 
his hope. It lies within himself and is a part of his 
future. 


And all the years of medicine’s history support 
his urge for more knowledge, for greater skill. 
* * 
Discovering, learning and practicing, the resi- 
dent works here for better medicine. 


Thus, his hope and his future belong not just to 
medicine . . . but to all mankind. 
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Equipping a 
Pediatric Office 


\\ hat equipment is needed by 


the pediatrician who is completing 
his residency and preparing to open 
an office? 

This question was recently put to 
a number of practicing pediatricians 
by Resiwent Puysictan. They were 
asked to keep in mind that cost is 
a big factor for the new man start- 
ing a private practice. Since many 
indicated that they had made a num- 
ber of costly mistakes when starting 
out, their views may serve as a prac- 
tical guide for equipping your office 
for general pediatrics practice. 

No attempt was made to get opin- 
ions on design or room decorations 
since the type of furniture and decor 
selected is mostly a matter of indi- 
vidual taste. 

Pediatric equipment divides itself 
into the medical and non-medical re- 
quirements of the office. 


Non-medical 

In planning your waiting - room, 
keep in mind that your practice is 
unique in one respect. You will 
always be dealing with two parties: 
the child patient and the adult who 
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First of a series 
on various specialties 


brings the child to your office. Your 
waiting-room must be designed to 
please, attract, and accommodate 
both. Another tip from the pedia- 
tricians surveyed: Keep your wait- 
ing room soothing, functional . . . 
not luxurious. 

First, carpeting is not necessary. 
Consider a rainy day, 40 children 
with muddy feet, and the imprac- 
ticability of carpeting is obvious. 
Also, carpets aren't cheap—to buy 
or keep clean. 

A colorful, composition tile or 
linoleum in the waiting room looks 
fine, stands abuse, and is relatively 
easy to maintain according to most 
pediatricians. And too, there is a 
wide variety of nursery and circus 
prints to choose from at prices which 
won't break the limited budget. The 
cost is perhaps a third of that for a 
carpet. An average room can_ be 
covered with an attractive tile or 
linoleum for $75 to $100. A couple 
of non-skid throw rugs will add a 
pleasant accent to the room at only 
a small additional expense. 

Two types of chairs can be used 
to advantage; chairs for the parents 
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Because the fever of infection increases metabolic needs 


Tetracyn 


Brand of tetracveline 


is indicated ° to combat the invading organism with TETRACYN, 
the newest and best-tolerated broad-spectrum antibiotic 
* to support the patient’s natural defenses with the 
vitamins essential for resistance and recovery 
with a single prescription. This concept, originated by Pfizer, 
results in * maximum antibiotic blood levels' 
* superior clinical effectiveness” 
* superior toleration 
Terramycin + SF* is a similar combination: the average daily dose (1 Gm.) 
of Tetracyn or Terramycin supplies the needed amount of a special vitamin 
formula recommended by Pollack and Halpern‘ for nutritional therapy of 
patients under physiological stress. 
Supplied: TETRACYN sb. Capsules 250 mg.; Oral Suspension 
(fruit flavored) 125 mg./5 ce. teaspoonful. 
PERRAMYCIN sk. Capsules 250 mg. 
1. Dumas, K. J.: Carlozzi, M.. and Wright. W. A.: Antibiotic Med, 
1:296 (May) 1955, 2. Priget, Av: Ann. New York Acad. Se.. in press, 


3. Milberg, M. B., and Michael, M., Jr.: Ibid. 4, Pollack, H.. 
and Halpern, S. L.: Therapeutic Nutrition, Prepared in Collaboration 


with the Committee on Therapeutic Nutrition, Food and Nutrition 

Board, National Research Council, Washington, D, C., 1952. 
*Trademark for Pfizer brand of antibiotics with vitamins, 
tBrand of oxvtetracyeline 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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and smaller chairs for the children. 
Adult chairs should be comfortable 
but strong. While intended for the 
parents, they will frequently be used 
by the mother and her offspring at 
the same time. 

Safety of course is an important 
factor. Sturdy chairs that will not 
tip over easily, having smooth arms 
and legs without projecting decora- 
tions, are a must. Plastic-covered 
wooden chairs are a good choice. 
These are comfortable. come in at- 
tractive colors and are washable. 
They can be purchased as separate 
units, with or without arms, or in 
units of two or three matching pieces 
to make a functional couch arrange- 
ment. Chairs of this type cost from 
$20 to $35 each. 

Since the average waiting room 
of the pediatricians consulted had 
chairs for six adults, you should fig- 
ure on about $150-200 for adult 
chairs. 

Children’s chair are smaller and 


cheaper. You can get them as rock. H 
ing-chairs, simple folding stools, or — 
benches. Prices run from $8 to $15, 


Though many pediatricians agreed 
you should have as many juvenile 
chairs in the waiting room as there 
are chairs for adults. most didn’t 
have this many. 

The pediatrician’s office will have 
magazines for parents and magazines 
for children. By placing adult maga- ° 
zines on wall racks above the chil- 
dren’s reach, many pediatricians get 
better mileage from these periodi- 
cals. Wall racks can easily be built 
by you or a local carpenter for less 
than $25. Manufactured racks are 
slightly more expensive. Children’s 
magazines should be placed on a 
low level so the child won't have to 
annoy his parents each time he wants 
another magazine. Locate them in 
play boxes along a wall or on low, 
sturdy tables. Simple 
tables can be purchased for $20 to 
$25 each. Unpainted tables are quite 


magazine 
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blood pressure 
_ when the dose is kept within — 
the normal clinical range 


to daily).""" 


1. Roberts, E.: Am Pract. & Dig. Treat. 
5:606 


*T.M. Reg. US. Pat. Off 

'T.M. Reg. US. Pat. Off. for S.K.F.’s brand 
of sustained release capsules. 

Patent Applied For 
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Dr. Roberts administered 
‘Dexedrine’ to 76 patients suf- 
fering from hypertension com- 
plicated by obesity or depres- 
sion. Frequent blood pressure 
readings were taken. At the 
end of a 2-year study, she 
concluded: 

‘Dexedrine’ . . . “is not contra- 
indicated in patients suffering 
from benign hypertension.” 


Dexedrine* Sulfate 


(dextro-amphetamine sulfate, S.K.F.) 


Tablets + Elixir 
Spansulet+ capsules 


Smith, Kline & French 
Laboratories, Philadelphia 


in blood pressure 
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a bit cheaper and can be painted 
bright colors by you or your wife. 

Floor lamps and children don’t 
mix. Table lamps are easily toppled. 


\ good suggestion is to have most 
of the lighting frem ceiling or wall 
fixtures. These lights can be attrac- 
tive. cheap. give good reading light. 
and more important, they can’t be 
tipped or broken easily. Prices vary 
considerably. But good looking 
lamps for wall use can be purchased 
for $10 to $25. 

If you must have table lamps. 
keep them safe and simple. There 
should be no glass to break and 
cause injury to your patients. Or- 
nate lamp shades will quickly be 
damaged adding nothing to the room 
except disorder and extra dust to 
bother allergic patients. 


Play area 

Most pediatricians recommend a 
special play area for children in the 
waiting room. This can be arranged 
so as to keep children out of the 
parent's way and at the same time 
give the children some occupation 
while they are waiting. A corner of 
the main waiting room equipped 
with a play box and toys is adequate. 
\ small room off the main waiting 
room is better. 

Expense can be kept down by the 
purchase of a children’s play box 
for $10-$20 and another $10 for a 
few toys. 

Toys. of course. should be pur- 
chased with safety in mind. Riding 
toys that may collapse and injure 
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the child should be avoided. Toys 
having many small parts which can 
be swallowed or get under a child’s 
feet should also be avoided. The 
best and cheapest toys are washable. 
stuffed reading 
games. and drawing books for chil- 


plastic. animals: 
dren. Crayons can be bought which 
will easily wash off walls and fur- 
niture. 


Consultation room 

The consultation room is where 
the physician and the parent discuss 
the child’s illness. Economy often 
dictates this being combined with 
the examining room. A desk is re- 
quired: and its size and style will 
depend upon the amount of space 
available. A good desk can be 
bought for $75 to $100. Plenty of 
drawer space will help accommodate 
records and literature. 

Three chairs are required as a 
minimum. One for the phiysician. 
one for the patient. and one for the 
patient’s parent. A fourth for the 
second parent can come later. Give 
extra attention to your own. chair 
In all your years of practice this 
will be your closest companion. 


Good chairs are not “standard.” 
Don't buy from a catalogue or from 
a picture. Try it out first. It should 
5. Patient 
and parent chairs may he armless 


cost you no more than § 


to save expense and can be pur 
chased for about $30 each. 

The rest of the consultation room 
will depend upon your own taste 
Bookcases are necessary. These cat 
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be both functional and decorative. 
Wall bookcases save space. can be 
built by you or a carpenter. Inci- 
dentally. ask for not a 
“bookcase.” When a “bookcase” is 


requested the price goes up. A good- 


shelves” 


sized sample cabinet should also be 
considered. 

If you have a separate consulta- 
tion room you can get a carpet. It 
does add dignity and also tends to 
muffle the conversation. A good car- 
pet with suitable backing can be 
purchased for about $6 to $9 a 
This 


ihe installation. 


square yard. should include 


The 


only consideration besides taste is 


You'll need a desk lamp. 


to choose one which reflects its light 
downward and therefore will not be 
in the patient’s eyes. Such a lamp 
can cost as little as $8 up to $35. 


Medical requirements 
EXAMINING TABLES: Unless 


you intend to limit your practice. 
the examining room should have two 
types of tables: A large table for 
older children and a smaller one for 
infants and new-born. A commer- 
cial table can be purchased in a 
medical supply house for 
from $250 to $450. 


prices 


The more elaborate and expensive 
tables have built-in scales and meas- 
uring devices. The new pediatrician 
might well do without these deluxe 
models. A kitchen supply house will 
build you a table to your directions 
and specifications as to height and 
width $150. It 


for about can be 
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brush-painted or sprayed in any de- 


sired color. The mat will be extra. 
\ good adult examining table can 
be bought second-hand. 
table 


drains, special cabinets for surgical 


The pedi- 
atrician’s doesn't require 
instruments. or electrical outlets. 

OTHER EQUIPMENT: A steri- 
lizer is needed of course. Get a good 


one. Electrical connections and in- 
struments deteriorate with age and 
since a new sterilizer can be pur- 
chased for $75, don’t bother with a 
second-hand one. 

Two scales are needed: one for 
infants and one for older children. 
A good infant scale usually costs 
$35 to $40. Adult 


purchased for under $75. 


scales can be 
You will need at least two spot 
lights. The type that can be clamped 
on the wall are handy and yet out 
of the way when not needed. Each 
should cost about $25 to $50. 


X-ray and fluoroscope 

The question of whether or not to 
purchase an x-ray or fluoroscope is 
an involved one. Pediatricians con- 
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sulted disagreed on this point. An 


x-ray is expensive and even if pur- 
chased second-hand will cost $1200 
or more. Then there’s the expense 
of a special dark room and solutions 
which must be kept in decent con- 
dition. 

In an active practice, with a large 
volume of patients. the return on 
your investment would probably be 
excellent. In the beginning practice. 
the call for x-rays is limited. The 
three or four x-rays needed in a 
busy month can easily be turned 
over to a radiologist. Later. when 
the practice has grown, it may be 
wise to purchase an x-ray. If you 
can afford one now, well and good. 
But most new men can’t. 

As a rule. fluoroscopes are less 
expensive than x-ray equipment. In 
some locations, patients may feel 
that any good pediatrician will have 
facilities for fluoroscopic examina- 
tion. Fluoroscopes are either up- 
right or horizontal. They are 
equally good. The type chosen 
pretty much depends upon the space 
available and the physician’s past 
training. 

fluoroscope can be bought 
second-hand for $500 to $600. while 
a new one would cost $1000 or more. 
While the fluoroscope will be guar- 
anteed if bought in a reliable sup- 
ply house, it is important to get a 
separate guarantee on the fluoro- 
scopic tube. 

A good apparatus to consider is 
a type of fluoroscope-x-ray arrange- 
ment that can double as an adult ex- 
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amining table. While the apparatus 
may be no more than 15 or 20 milli- 
amps. for children this is usually 
sufficient. The price of this dual 
purpose equipment is usually around 
$1200-$2000 new. $700-$800 second- 
hand. Considering the price of an 
adult examining table by itself. this 
equipment can be a bargain. 

The examining room also requires 
a refrigerator for the physician's 
antibiotics. There are many types 
but one should be chosen with 
enough cubic feet of space. The 
price, if new, will vary from $100 to 
$175. 


Laboratory equipment 

Every pediatrician should have fa- 
cilities to do a complete blood count. 
a routine urine analysis. and a sedi- 
mentation rate. The equipment re- 
quired needn't cost more than $50. 
microscope can be purchased 
second-hand for about $150. The in- 
vestment is small and the need is 
absolute. 

More expensive equipment, re- 
quired for detailed blood chemis- 
tries, is not needed for the first year. 

A good yardstick for your equip- 
ment budget is this: If an item will 
pay for itself in the near future, it 
is needed and well worth the ex- 
pense; if it will take years to re- 
turn your investment and is_ not 
needed urgently. then consider post- 
poning its purchase. 

A few surgical instruments are 
necessary. You should be able to 
do minor suturing in the office. Nee- 
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BUFFERIN. — Berrer-TOLERATED 
SALICYLATE FOR RHEUMATOID ARTHRITIS 


Gastric upsets from aspirin are 3 to 
9 times as frequent among arthritics 
as they are among the general popu- 
lation.’ However, BUFFERIN is well 
tolerated by arthritics. At the Robert 
Breck Brigham Hospital of Boston 
70 per cent of arthritics with a proved 
intolerance to aspirin could take 
BUFFERIN without gastric distress.’ 


Although patients often use 
sodium bicarbonate with aspirin to 
alleviate gastric symptoms, clinicians 
know that this causes a lowering of 
the salicylate level of the blood 
serum.” Moreover, this practice may 
cause retention of the sodium ion.* 
Pre-existing symptoms of cardio- 
renal disease have been aggravated.’ 

IN ARTHRITIS — WHEN LARGE AND PROLONGED 


SALICYLATE DOSAGE IS INDICATED, 
GIVE BETTER-TOLERATED BUFFERIN. 
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Each BUFFERIN tablet combines 
5 gr. acetylsalicylic acid with 
magnesium carbonate and alumi- 
num glycinate. BUFFERIN is avail- 
able in bottles of 12, 36, 60 and 
100 tablets. 


References: 1. Fremont-Smith, P.: 
J.A.M.A. 158:386, 1955. 2. J.A.M.A. 141: 
124, 1949. 3. M. Times 81:41, 1953. 


ACTS TWICE AS FAST AS ASPIRIN 
BUFFERIN po¢s WOT UPSET THE STOMACH 


BRISTOL-MYERS CO. 


19 West 50 Street, New York 20, N. Y. 
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essary instruments can be acquired 
for less than $100. 


How much? 

Many of the pediatricians ques- 
tioned emphasized the need for mak- 
ing a list. Make it complete 
divide the medical from non-medical 
equipment. 


Include every detail. 
Then start getting price estimates, 
new and used. Put these in columns 
alongside each item. After you have 
your totals then start checking back 
to see (1) what can be eliminated 
for now, and (2) what can be pur- 
chased for less. 


Quality is important. As a gen. 
eral rule, cut the extra flounce items 
out first before you get cheaper items 
of needed equipment. This way, you 
will build a quality-equipped office 
as you go along. What you have 
will be good even though you won't 
have everything right from the start 

For an office of four rooms you'd 
better figure on a minimum of 
$2.000, a maximum of about $6,000. 

No matter how much you may 
have to spend, if you pick and 
choose carefully, comparing as you 
go, you'll get better value at less 


cost. 


“Good Luck! There’s nothing further we can teach you here.” 
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What About 


Life Insurance ? 


- Jones, a resident in gen- 
eral surgery, was washed and ready 
for the operation. As he waited for 
an OK from the anesthetist, a nurse 
brought him a message: A man in 
the corridor wanted to see him. Dr. 
Jones shook his head impatiently: 
“Please see what he wants. I can’t 
go now.” Then, the anesthetist 
nodded and Dr. Jones started to 
work, wondering vaguely what the 
man in the hall could want with such 
urgency that he came right to the 
door of the operating room. 

An hour later the operation was 
over. Doctor Jones was just about to 
head for the ward when a nurse re- 
minded him that his caller was still 
waiting. 

The visitor was neatly dressed, 
about 30 years old with a cheerful 
smile and vigorous handshake. 


“Hello, doc, I’m Bill Edwards.” 


Philip L. Azoy 


Doctor Jones couldn’t place the 
eager face. 

“Why, you remember me from 
college. same class . . . now I just 
dropped up to see if I could help 
you with your insurance problems.” 
Doctor Jones sighed; he was tired, 
the words came to him through a 
haze. The visitor grinned assurance. 
“Now what I would like to do is to 
.. to fit 
your needs. We can sit right down 
here and... .” 

This incident might seem a bit 
far-fetched. It actually 
happened only recently in a large 
city hospital. 


make out a plan for you . 


It’s not. 


The insurance man has a lot of 

. . 

good points in his argument. He’s 
right when he says you should have 
life insurance, especially if you’re 
married or have other dependents. 
But, and here’s the point. you ought 


\sout THE AUTHOR—Graduate from Princeton University, Philip Azoy served four 


years with | 


.S. Army Intelligence during World War II. After three years as an 


insurance broker, Mr. Azoy accepted his present position as special representative 
with First National City Bank of New York City. 
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The resident is a prime prospect 
for insurance salesmen. One reason: 
the medical profession promises fi- 
nancial rewards once the apprentice- 
ship is over. So even if you've 
escaped so far, you're bound to be 
tackled by an insurance man. He is 
usually well-informed, well-educated. 
and a master of the “keep-the-pres- 
sure-on-gently” technique of sales- 
manship. Lf you give him your ear 
for even five minutes he can easily 
have you convinced that you're let- 
ting your wife, babies, mother and 
the whole U.S.A. down. That’s as- 
suming, of course, that you're not 
“covered” with enough life insurance 
to suit his definition of what’s right. 
And face it, doctor, you're not. 

How will you handle your in- 
surance problem? In this first article 
on insurance problems of the resi- 
dent, the author tells you to “know 
insurance—before you know your 
insurance man,” points out some 
bargains in life insurance that you 
should know about. 


to have the right amount and kind of 
insurance for you, fitted to your 
present situation. Most important. 
your policies don’t have to be the 
most expensive ones available. There 
are real buys around—not “bar- 
gains”, but sound policies with first 
class companies at less-than-average 
cost—if you know where to look for 
them. 

Like everyone else, insurance men 
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have to make money. Their income 
is from commissions. Hence, they 
will hardly be willing to tell you of 
special policies on which they would 
receive no commissions, even if they 
knew about them. But many com. 
panies offering low-cost policies do 
without agents, spend little on ad- 
vertising, and thereby hangs a 
saving, perhaps for you. 


Types of life insurance 

According to age and assuming 
one or more dependents—and that 
current income is low but can be 
expected to increase—the average 
resident’s need for life insurance is 
primarily for protection, not invest- 
ment or savings. 

With this in mind, you need con- 
sider only two types of insurance, 
term and ordinary or “whole” life 

You can forget all other kinds of 
insurance such as endowment pol- 
icies, package-plans. and so forth for 
the present. Most of these combine 
amounts of protection plus savings 
—and the annual premium cost per 
year is greater than for term and 
ordinary life coverage. 


Term 

Term insurance offers you maxi- 
mum protection for the least cost. It 
has no cash value nor can you bor- 
row on your term policy. Term pol- 
icies are written for one year. two. 
five, ten, or even twenty years. If 
your term policy is renewable (avoid 
those that aren’t) you can take out 
another term policy when the first 
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...only one strand passes through tissue 


with an AT RALO C’* needle suture 


Cross sectional view of swaged end 
of seamless ATRALOC needle. End 
is drilled and threaded, suture 
screwed in position. Needle is then 
cold-pressed to establish absolute 
grip on suture. 


Ethicon, Inc., New Brunswick, N. J. 
Gentlemen: 
Please send me a copy of the ETHICON 
MANUAL OF OPERATIVE PROCEDURE 
which illustrates steps in standard surgical 
operations. 
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one expires without taking a medical 
exam. Logically, your term premium 
will increase with your age since 
your chances of dying increase as 
you get older. Most term insurance 
is convertible to another type of in- 
surance, such as ordinary life, with- 
out taking a medical exam. About 
half of all term policies offered today 
are renewable. 


Ordinary life 


Ordinary life policies provide for 
a “cash-reserve” or surrender value. 
If forced to stop paying on your 
policy you will get back some of the 
money you've paid in—or you can 
elect to take a certain amount of 
completely paid-up insurance. Your 
third option is to leave the cash you 
have coming, use it for payments on 
a term policy which would replace 
your original policy. This will give 
you a certain period of full insurance 
protection without paying any fur- 
ther premiums. 

When unexpected financial trouble 
strikes, you can also utilize another 
feature of your policy. You may 
borrow on your ordinary life policy 
either from your insurance company 
or a bank—and still keep the policy 
in effect. The longer you've been 
paying on your policy the greater its 
loan value. 

In 


allows 


other words, ordinary life 
a financial emergency 
which might affect your payment of 
premiums. Term does not. Generally, 
you pay premiums on ordinary life 


until age 65 or 70. Some policies are 


for 
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called 20-payment 
life. On these you pay a higher pre. 
mium for a 20 or 30-year period and 
that’s all. You then “own” paid-up 
insurance. 


or 30-payment 


Family type insurance 

The rough thing about this busi- 
ness of insurance is that when you 
need the most protection, your in- 
come is always lowest. You need 
maximum protection when your 
family is young and most dependent 
on you. As your family grows older, 


your sudden demise wouldn't be 
quite so crippling to them finan. | 
cially. 

Also, as you get older, you'll 


probably build up savings, property, 
investments, social security benefits 
and so forth. Your need 
surance is thus decreased. 

The so-called family-income plan 


for in- 


recognizes the changes in your need | 


for insurance protection. A family- 
income policy generally combines an 
ordinary life plan with a term policy. 
One such package might siart off 
with a total of $25,000 worth of 
protection. Of this, $10,000 would be 
term insurance for a period of 15 
years; the remaining $15.000, an 
ordinary life policy. By the time the 
term portion expires, presumably 
your family will need less protection 
and the $15,000 ordinary policy will 
be sufficient from then on. Some 
plans provide for a decreasing term 
coverage—as the years go by your 
term coverage is reduced gradually 


as are your payments. 
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Thus, family-income plans com- 
hine the benefit of high protection 
early in life with the advantages of 
ordinary life such as cash and loan 
value. 


What do you need? 

If what you need now is low cost. 
temporary, stop-gap protection with 
maximum death benefits, then your 
choice of life insurance limits itself 
to term policies. Look around for a 
good one. Make sure the company 
you pick is licensed to do business 
in your state. You can easily check 
with your Better Business Bureau by 
phone. If you wish, later on as your 
income increases, you can expand 
your insurance program into higher- 
cost, savings or endowment policies. 
\t the same time you will probably 
increase your cash savings and gov- 
ernment bond purchases. And _ still 


later you may want to invest surplus 


cash in good quality stocks and 


bonds. 


What’s available 

If you were a member of the 
Student American Medical Associa- 
tion, perhaps you took advantage of 
this group’s low cost term insurance. 
The premium on a $5,000 S.A.M.A. 
term policy costs only $25 yearly. 
You can keep yours in effect for 
four years after graduation from 
medical school. The maximum 
amount: $10.000. After this period 
you can convert to a whole life or 
other plan at low rates. For ex- 
ample. at age 30 the cost for $5.000 
whole $115.40. No 
exam is required. The policy also 


life is medical 
includes a disability premium waiver, 
which means if you become totally 
and permanently disabled your in- 
surance continues in force without 
any further payment from you. If 


“Hello Doctor! We've been waiting for you!” 
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you have a S.A.M.A. policy and 
would like more information write to 
Student American Medical Associa- 
tion. Room 800, 223 West Jackson 
Blvd.. Chicago 6, Illinois. 
You know 
G.I. or 
surance. If you served in the Army 
or Navy prior to April 25, 1951, you 
may already have up to $10,000 


probably about the 


National Service Life In- 


worth of the world’s cheapest and 
best insurance. It comes in many 
forms. If you have NSLI term in- 
surance now, you can convert it (as 
soon as you can afford to) to whole 
life. Don’t ever let it lapse. It is a 
priceless which you could 
never duplicate. In addition, NSLI 
currently returns money to you in 
the form of fat dividends. 

For armed forces service after 
April 25, 1951, the rules are differ- 
ent. The vet is allowed to buy $10.- 
900 term insurance, 5-year basis. 
but it can be renewed regularly. It 
pays no dividends but is extremely 
inexpensive. 


policy 


After these two types of basic pro- 
tection the resident is on his own in 
a world of insurance salesmen. 

Government Employees Life In- 
surance: If you are now in the Re- 
serve or National Guard or perhaps 
do some work for the U. S. Public 
Health Service—or any sort of fed- 
eral, state, or municipal agency. full 
or part-time, you might have another 
good deal available. You may be 
eligible to buy low cost insurance 
through a company called Govern- 


ment Employees Life Insurance 


Company (address: Washington 5, 
€.). 

This is a fairly new. small com. 
pany formed to sell to preferred 


risks, A 


auto insurance. It has headquarters 


sister company also sells 


in Washington but sells in’ mos 


states. It employs no agents. Send for 
a folder and compare its low rates 
with companies which employ 
You will 


prised at the difference. Once you - 


surance agents. sur: | 
become a policyholder you can buy 
more coverage, even if you leave | 
your full or part-time federal. state 
or municipal post. Members of your | 
family are eligible for policies. too. 

Perhaps you have never served in 
any government post, federal. state 
or municipal and have no reserve 
commission, Still you may be eligible 
to buy from one of the best-known 
insurance organizations in the na- 
tion: Its name, Teachers Insurance 
& Annuity Association of America 
(address: 522 Fifth Avenue. New 
York 36. New York). TIAA was 
launched in 1918 under the auspices 
of the Carnegie Foundation for the 
Advancement of Teachers to provide 


low cost insurance and pensions for 
that forgotten group — teachers. It 
does little advertising, has no agents. 
offers all types of life insurance. 
TIAA defines who may apply for 
its policies this way: “Any employe 
(full or part-time) of a non profit 
college or university (private or 
public) ; a private non profit school: 
certain other non profit educational 


or research organizations (libraries. 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, inc. 


NEW HYDE PARK, 
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museums foundations. research or 
scientific institutions ).” 

Sometime in your career you may 
teach part-time in a college. serve 
on the staff of a private school or do 
research for a foundation. If so, be 
sure to find out whether you are 
eligible for TIAA. Once a_ policy 
holder you may continue and_ in- 
crease your 

Another 
ance is carried by savings banks in 
some states such as New York, Con- 
necticut, and Massachusetts. Be sure 
to investigate by a call to the savings 


coverage, 


low-cdst form of insur- 


bank in your area. Usually because 
of the opposition from insurance 
companies savings bank coverage can 
be sold only in limited amounts (in 
Connecticut the maximum is $3.000: 
in New York $5.000, but in Mass- 
achusetts, $25,000). 

Since the banks have no salesmen 
and do little advertising their role 
in the insurance industry is not too 
widely known. Even if you don’t live 
in these states be sure to investigate 
because the trend towards agentless 
insurance — is momentum. 
Pennsylvania, for example. may be 
the next 
banks to 


faining 


state to permit savings 
life 


Rhode Island and New Jersey legis- 


provide insurance. 
latures may consider bills this year. 

To sum up. here are several forms 
of insurance about which your in- 
surance agent might be reluctant to 
tell you. He may never have heard 
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of some of them—in the case of 
Governmert Insurance 
and Teachers Insurance & Annuity 


Association, rates are so much lower 


Employees 


than those of the average insurance 
company with agents—especially in 
the case of high-priced income plans 
—that it might be worthwhile to 
hunt around for a_ part-time post 
which would permit you to be elig- 
ible for one or both companies’ 
policies. 

Meanwhile, be sure to get in touch 
with SAMA and National 


Life. if you qualify. And if an eager 


Service 


young life insurance salesman wants 
your signature on a policy. ask him 
to put his suggestions in writing. 
Better let 

present with 
writing. Then at your leisure com- 


yet, several salesmen 


you their ideas — in 
pare. 

As you treat your patients—calmly 
and judiciously and with knowledge. 
so buy your life insurance. After all 
it's a living and a life-time invest- 
ment. 

Incidentally. most insurance can 
be paid either monthly. quarterly 
or once a year. Often there are sub- 
stantial savings to be made if you 
pay annually. Some banks offer low 
cost borrowing plans whereby you 
get a cash loan in the amount of 
a year’s insurance premium. You 
pay this to your insurance company 
and repay the bank monthly—at a 
lower cost to yourself. 
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Youcon SIMPlify 
routine urinalysis 


with 
Sugar Test-DENCO® 
(Galatest) 
Acetone Test-DENCO 


DENCO spot tests require no test tubes, no measuring, no boil- 
ing. Just a little powder...a drop of urine... that’s all! You 
get immediate color reactions if sugar or acetone are present. 
And you save time! 


Remember, if you want 


SPEED ... Averages 30 seconds per test Gy 


ACCURACY... No false positives 


ECONOMY... Costs about 1¢ per test 5 


then use 
SUGAR TEST-DENCO (colctest)} ACETONE TEST-DENCO 


Both reagents are ideally suited for office use, laboratory, bedside and mass 
testing. And diabetics can be quickly taught to use them. 
These simple tests may also be used for the detection 
of sugar and acetone in blood plasma. 

Professional samples of both products, as well as bibliography 
and other descriptive material, will be mailed to you gladly 
upon request. Write to Dept. 155. 

THE DENVER CHEMICAL MFG. CO., INC. 

163 Varick Street, New York 13, N.Y. 


DENCO URINALYSIS KIT — Your patients will welcome this at- 
tractive, handy kit, which fits in pocket or purse. Complete with 
vials of Sugar Test-Denco, Acetone Test-Denco, dropper, instruc- 
tions and color chart. And you'll find it convenient, too! 
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1. The pain, fever and headache 
of acute maxillary sinusitis may be 


best relieved by: (A) penicillin; 
(B) adequate drainage; (C) aureo- 
mycin; (D) autogenous vaccine. 


2. The course of “virus” tracheo- 
bronchitis will be shortened by treat- 
ment with: (A) aerosol penicillin; 
(B) aureomycin; (C) erythromycin: 
(D) none of the foregoing. 


3. The treatment of choice for in- 
fectious hepatitis is: (A) bed rest 
and diet; (B) methionine; (C) 
aureomycin; (D) intraheptol. 


4. A comatose patient has a clear- 
cut history and clinical findings 
indicating a brain tumor in the pos- 
terior fossa of the skull. Of the 
following, the most dangerous diag- 


nostic procedure is: (A) lumbar 
puncture; (B) vertebral artery 
108 


These questions are from a civil 
service examination recently given | 


to candidates for physician appoint. 
ments in municipal government, 
If you would like more of the same 


as a regular feature of your journal, | 


please let us hear from you. 
Answers will be found on page 114. 


angiogram; (C) 
gram; (D) ventroculogram. 


electroencephalo- 


5. The primary objective of the 
procedure known as débridement of 
an accidental wound is to: (A) re- 
move contaminating bacteria; (B) 
excise skin and thus promote open 
drainage of the wound; (C) remove 


non-viable tissue; (D) permit the 


immediate closure of the skin 
wound. 
6. A patient complains of low 


back pain after a fall. There is 
anaesthesia about the external mal- 
leolus and an absent ankle jerk. The 
most likely diagnosis is: (A) spinal 
cord tumor: (B)_ herniated 
vertebral disk; (C) 
sacroiliac sprain. 


inter- 
sciatica: (D) 


7. 40-year-old man 
with a spontaneous fracture of the 


presents 
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femur. severe anemia, marked weight 
loss, enlarged liver, mild clinical 
icterus. multiple vitamin deficiencies 
and a history of moderate diarrhea 
for several months. The one of the 
following diagnoses which is most 
likely, presuming all the above find- 
ings relate to a single disorder, is: 
(A) sprue syndrome; (B) cirrhosis 
of the liver: (C) pernicious anemia: 


(D) pellagra. 


8. Patients with chronic tophace- 
ous gout: (A) rarely die as a result 
(B) rarely have 
(C) 
have articular destruction; (D) fre- 
quently have related renal disease. 


of their disease; 


severe arteriosclerosis; seldom 


9. The combination of low back 
pain and urinary retention in a 55 
year old man should warrant. in 
addition to other examinations, the 
determination of the: (A) alkaline 
phosphatase; (B) plasma protease; 
(C) serum amylase; (D) acid phos- 
phatase. 


10. An elevated serum calcium 
concentration often appears in the 
course of: (A) (B) 
myxedema; (C)  hypoparathyroid- 
ism; (D) uremia due to 
diffuse glomerulonephritis. 


sarcoidosis: 


chronic 


11. Nephrocalcinosis is most char- 
acteristic of: (A) Paget’s disease. 
hyperparathyroidism, myositis ossi- 
ficans; (B) tuberculosis of the kid- 
heys, vitamin D intoxication, hyper- 
parathyroidism; (C) hyperparathy- 
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roidism, vitamin D intoxication, renal 
(D) Paget's dis- 
ease, tuberculosis of the kidneys, 


tubular necrosis; 
renal tubular necrosis. 


12. A patient with chronic sinusi- 
tis and associated recurrent respira- 
tory tract infections develops in- 
tratable productive coughing with 
occasional small hemoptysis. The one 
of the 


cedures which would be most sig- 


following diagnostic pro- 
nificant in establishing a diagnosis of 
bronchiectasis is: (A) an X-ray of 
the chest; (B) a bronchogram: (C) 
bronchoscopy; (D) examination of 


sputum for 3 layer formation. 


13. The one of the following dis- 
eases in which examination of the 
bone marrow is least likely to be 
helpful in establishing the diagnosis 
is: (A) aplastic anemia: (B) 
leukemia; (C) Hodgkin's disease: 
(D) hypersplenism syndrome. 


14. Of the following tests. the one 
which would be most diagnostic of 
rheumatoid arthritis is: (A) anti- 
streptolysin-O determination: (B) 
blood calcium and phosphorous de- 
termination: 
mentation 


(C) erythrocyte sedi- 
(D) 


streptococcus agglutination test. 


test ; hemolytic 


15. The sudden onset of pain 
radiating down the back of the left 
leg with the finding of an absent 
ankle jerk on the left in a previously 
well 40 year old patrolman suggests 


the diagnosis of: (A) sciatic neu- 
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ritis: (B) lumbosacral sprain; (C) 
tabetic crisis; (D) herniated intra- 
vertebral disc. 


16. The most common type of 
surgical metabolic alkalosis due to 
an increase in bicarbonate ion re- 
sults from: (A) vomiting; (B) diar- 
rhea: (C) sweating; (D) high urine 
output. 


17. The one of the following lab- 
oratory determinations which has the 
greatest value in establishing a diag- 
nosis of prostatic carcinoma is: (A) 
elevated blood acid phos- 
phatase; (B) elevated blood serum 
chloride: (C) elevated blood serum 
cholesterol: (D) blood 
serum potassium. 


serum 


elevated 


18. A patient has been on gastric 
suction for five days. It is noted on 
rounds that there is moderate cyano- 
sis. the pulse rate is 90. the blood 
pressure reading 86/60 mm. Hg. 
and there is a positive Chvostek’s 
sign. The most likely diagnosis is: 
(A) perforated (B) 
chloremic alkalosis; (C) acidosis: 
(D) gastrointestinal hemorrhage. 


ulcer: hypo- 


19. Coma due to acute alcoholism 
is associated with: (A) high blood 
level of alchohol; (B) Battle’s sign: 
(C) spinal fluid oozing from the 
nose: (D) hemiplegia. 


20. Silicosis is caused by the dust 
of (A) coal; (B) (C) 


iron: (D) siliea. 


silicates; 


21. Occupational lead poisoning 


in the United States is most frequent- 


ly acquired by: (A) absorption 
through the skin; (B)_ ingestion: 
(C) inhalation; (D) implantation 
from trauma. 

22. A patient develops nausea, 


vomiting, and diarrhea a few hours 
after having eaten a “contaminated” 
meal. The most probable etiology is: 
(A) acute trichiniasis: (B) 
bacillary dysentery; (C) acute botu- 


acute 


lism; (D) acute staphylococcal 
poisoning. 


23. Increased severity of infection 
following cessation of the administra- 
tion of ACTH or cortisone is most 
likely to occur when either of the 
drugs has been given to patients 
with: (A) viral diseases: (B) bae- 
terial endocarditis; (C) staphylococ- 
cal sepsis; (D) tuberculosis. 


24. Published data up to the pres- 
ent time indicate that one of the fol- 
lowing has an especially effective 
symbiotic antibacterial action. (A) 
(B) 
(C) penicillin- 
penicillin-chlor- 


bacitracin-sulfadiazine ; terra- 
mycin-aureomycin; 
streptomycin; (D) 


amphenicol. 


25. The quantity of NaCl in the 
spinal fluid is characteristically re- 
duced in: (A) meningococcus men- 


ingitis: (B) syphilitic meningitis: 
(C) tuberculous meningitis; (D) 


pneumococcal meningitis. 


Answers on page 114 
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Name ? 


What’s the 


H. was born in Paris, January 
25, 1874, lived most of his life in 
England, part in the United States. 
and is still living. 

He attended Kings School, Canter- 
bury, England and Heidelberg Uni- 
versity, Germany. 

Deciding to become a doctor, he 
entered St. Thomas’ Hospital, Lon- 
don, in 1892. He wrote: “I found 
the first two years of the curriculum 
very dull and gave my work no more 
attention than was necessary to 
scrape through the examinations.” 

However, increased 
with work in the wards and the out- 
patient department. He 
“L had to attend a certain number 
of confinements to get a certificate 
and this meant going into the slums 
of Lambeth, often into foul courts 
that the police hesitated to enter, 
but in which my black bag amply 
protected I found the work 
absorbing. For a short period I was 
on accident duty day and night to 
give first aid to urgent cases. It left 


his interest 


reported: 


me, 
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James Gallagher 


me tired out but wonderfully ex- 
hilarated.” 

The appeal seemed to be mostly 
to his dramatic instinct. He forsook 
medicine for literature. 

He made a minor stir with Liza 
of Lambeth in 1895. 

His semi-autobiographical novel 
published in 1915 is considered his 
best book and one that English 
classes still study. It became a movie 
bearing the same title. 

In 1919, he wrote a novel based 
upon the career of painter 
Gaugin; and in 1930 a book about 
the novelist Thomas Hardy's private 
life. 

He has written over thirty novels 
and nearly as many plays. 

Most of his better novels have been 
filmed, the last two were directed by 
J. Arthur Rank. 

His older brother, Frederick Herb- 
ert, was Lord Chancellor of Great 
Britain in 1938-1939. 

Can you name this doctor without 
turning to page 114? 


the 
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Leads 
and Needs 


Personal classified advertising 
rates are $3.00 for ads of thirty 
words or less plus 10c for each addi- 
tional word. When a box number 
is used and answers sent care of 
Puysictan there is an 
additional charge of 50c. Add four 

additional words for a box. 

+ Commercial classified rates are 

s $4.50 for ads of twenty words or less 

plus 15¢ for each additional word. 
q Commercial rates include all ads of 
manufacturers, dealers, agencies 
etc. Count four additional words 
for a box. 

ALL CLASSIFIED ADS PAY- 
ABLE IN ADVANCE. Forms close 
15th of month prior to date of issue. 
Puystctan, 676 Northern 
Boulevard, Great Neck, New York. 


Classified Advertising 


Going Into Practice? There Are Many 


choice opportunities in all fields which you 
would not normally be aware of. We have 
many that might interest you. Write us. 
The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library 
Specialists in Placement 


RESIDENTS WANTED 


HOUSE PHYSICIAN WANTED (For July | 


1956 appointment.) Salary, $300.00 per 
month, plus maintenance. Raise to $400.0 
after six months of satisfactory service. Mod 
ern, well-equipped, acute general hospita 
have 142 beds and 27 bassinets: all services 
except Psychiatry and T.B.; educational pro 
gram for general practice residencies. 
Appointment, one to two years. Address: 
Administrator, Butte Community iMemoria 
Hospital, 400 South Clark Street, Butte 
Montana. 


MIXED RESIDENCY—Only those eligible for 


licensure in the State of Pennsylvania need 
apply: new 300 bed hospital, 34 miles Pitts 
burgh: outpatient department: application 
pending approval interns: salary $5,000 an 
nually plus maintenance; excellent quarters. 
Write details, training, and experience 
Administrator, Butler County Memoria 
Hospital, Butler, Pennsylvania. 


RESIDENT, INTERNAL MEDICINE wanteo 


Program Board approved for three years 
Must be eligible for Indiana license. 700 
bed teaching hospital. Apply: Medica 
Director, Indianapolis Genera! Hospita 
Indianapolis, Indiana. 
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‘sician 


RESIDENT PHYSICIAN for accredited hospital; 


$5 bed general service hospital 20 mile 

or ira, Pennsylvania. Sa ary ope 
with full maintenance. Apply Viola M. Green 
RN. Administrator, Carlisle Hospital, 
Carlisle, Pennsy vania. 

NEW MOUNT — HOSPITAL, Toronto, 
Canada; an approved residency in pathology 
anatomy ava abl e for immediate appoint 

modern and well-equipped 
350 beds: remuneration $1500 
and full maintenance; please give 
nformation when applying. 
should be sent to: Director of 
New Mount Sinai Hospita 
y Avenue, Toronto 2, Ontario 


RESIDENCIES IN PSYCHIATRY—Duke Univer 
sity; 3 year BpRroy ed; complete patient and 
closely supervised, and 
riented psychotherapy and 
* adult and children's OPD: 
p atic medicine and 
nimum starting salary $2400 
and a uniforms and other 
i, Write: Chairman, Departr 
Duke University Durham 


ent 


oor 
financ al ai 
niatry 


Nor th Carol na. 
ANESTHESIOLOGY—Approved two year resi 


dency starting immediately; maintenance and 
stipend. Apply to: L. L. Frick, M.D. Director 
of Anesthesiology, Mercy Hospital, Canton 

Unio. 


RESIDENT IN MEDICINE—Immediate opening; 

one year approved program: paid Blue 
ent opportunity; 220 bed, fully 
i general hospital. Write: Director, 
Malden Hospital Malden, Massachusetts. 


PATHOLOGY RESIDENCIES—One to three 
years: board approved: combined surgical, 
autopsy and medicolegal service; 6500 sur 

1200 autopsies; toxicology depart 
ment: 3 ll-time certified pathologists: 
stipend $2400 plus: 3 vacancies July 1956. 
Apply: Department *sanel Medicine, Univer 

sity of Mary! and Medical Schoo!, 700 Fleet 

Street, Baltimore 2, Maryland. 


RESIDENT FOR ANESTHESIOLOGY—Approved 
for two years, starting January 1956. High 
land Hospital|, Rochester, New York, 


APPROVED RESIDENCY in 
able; in 360 bed general 
active service covering all phases of 
radiology: intensive departmental training 
coordinated with active intern-resident pro 
gram, Apply: Dr. Eric J. Ryan, Hackensack 
Hospital, Hackensack, New Jersey. 

RESIDENT FOR INTERNAL MEDICINE—Ap 


proved by AMA. Apply: Adminisiiator, The 
Jamaica Hospital, Jamaica, New York. 


radiology avail- 
hospitai—large 


APPARATUS ETC. FOR SALE 


GOVERNMENT SURPLUS X-RAY AND MEDI 
cal equipment for tne radi iologist internist 
and orthopedic surgeon. What do you need? 
Watch for MEDICAL SALVAGE CO., INC.., 
217 E, 23rd Street. New York, New York. 
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THE DAILY LOG 


sense bookkeeping system 


is a common- 
that 


stops profit leaks—protects against 


tax troubles. 
ing training needed. 
—looseleaf—inexpensive. 


No special bookkeep- 
Fully dated 
You'll be 


money ahead by ordering your 1956 


Daily Log now! 


The Daily Log for 


Physicians is the original unified 
income and expense system de- 
signed for physicians by a prac- 


ticing physician—a 
1927. Satisfaction guaranteed. 


PRICES: 


per day 


Colwell 
Publivhing Co. 
271 University 
Ave. 
Champaign, 
Illinois 

Please send me 1956 single double 

1 Daily Log for Physicians. Remittance 

1 enclosed. 

: (0 Please send me more details along 

1 with FREE Record Supplies Catalog. 

Son 


leader since 


Single Log—36-lines 
$7.25 
Double Log — 72- 
lines per day $12.50 
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RESIDENT RELAXER 


Bes (puzzle on page 14) 
AIVIEIRIS AIRITIAIR 
PIOIL\Y|A G A\TIO|INIE 
AIWIL FIJILIMIE|D 
Bowe 
S|ZIPI7 IC 
4\G\A\|/ lolz |o 7 
GIAIRIS 
D\ul7Tly 
clolei7\ 
WHAT’S THE DOCTOR’S NAME? 
(from page 111) 
William Somerset Maugham 
VIEWBOX DIAGNOSIS 
(from page 12) 
APPENDICEAL ABSCESS 
: There is a large tender 
fluctuant mass indenting the 
cecum and terminal ileum 
‘ with the base of the appen- 


dix inserted at the border of 


the mass. 
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“MEDIQUIZ” ANSWERS 
(from page 108) 


1. B: 2. D: 3. A; 4. A: 5. C; 6.B: 
7, As. 8 D: 9 D; 10,°A; ¢ 
12, B; 13, C; 14, D: 15. D: 16. A; 
17, A: 18, B; 19, A; 20. D; 21. ¢: 
22 D: 23, 24, C; 25,4 
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Clinitest 
BRAND 
urine-sugar test 
et clear-cut color changes in the clinically significant range 
. 
8, 59 avoids confusing trace reactions 
— firmly established blue-to-orange color scale 
Close correlation with quantitative tests 
endorsed by 15 years of physicians’ and patients’ use 
5B: accepted by over 90 per cent of insurance companies 
G: Ask your Ames representative for a Clinitest Universal Set on his next visit. 


Compare it with any other test. 

Ames Diagnostics + Adjuncts in Clinical Management 

AMES COMPANY, INC ELKHART, INDIANA 


ician Ames Company of Canada, Ltd.,Toronto oosss 
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the first line of 

pediatric parenteral 
solutions 

and equipment: 


to meet the exacting requirements of 
fluid therapy in infants and children 


NEW...31 solutions, 11 exclusive with 
MEAD, for varying clinical needs. 


NEW... Pediatric-size bottles of 125 ce. 
and 250 ce. graduated in 10 cc., 
and bottles of 500 cc. graduated 
in 20 ce. 


NEW...‘Memo margin” on label for 
recording dosage instructions. 


NEW... Amiflo® screw-type flow regula- 
tor for precision control. 


NEW...Constantly closed infusion sys- 
tem. 


NEW...Dosage guides and calculators 
for accuracy and convenience. 


a 

New ‘‘memo margin” 
on label provides space 
for dosage instructions 


New pediatric-size 
“‘burette-type”’ bottle 
graduated in 10cc. or 
20 cc. for ease and 


accuracy in reading. 


Amifilter* assures 
asepsis during 
prolonged infusions. 


4 
New rubber “pump” 
avoids air bubbles in 
tubing. 


New Amiflo* facilitates 
accurate, one-hand 
fluid control. 


ba 


In addition to the new full line of specialized products for pediatric parenteral 
therapy, MEAD also provides a full line of solutions, equipment and services for 
adult parenteral therapy. Your MEAD Parenteral Products representative can 
supply you with more information, or you may write to Parenteral Products 
Division, Mead Johnson & Company, Evansville, Indiana, 


PARENTERAL PRODUCTS DIVISION 


MEAD JOHNSON & COMPANY * EVANSVILLE. INDIANA, U.S.A. 


( now AVAILA \ ; 
4 
\ 
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4 


